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Executive summary 

1 Introduction 

This review of services for older people with mental health needs in Salford 
was commissioned by the Salford Partnership Board.  The main period of local 
engagement with a wide range of individuals (reflected in the appendices) took 
place during September to December 2004.  Its purpose has been to develop a 
model of service provision in the context of policy expectations and local 
information.  The report is structured in a way that: 

• Describes the process undertaken; 
• Identifies both national and local ‘drivers for change’; 
• Describes the proposed service model in terms of underlying 

principles, a detailed description of the different elements of this 
model and identifying specific recommendations to take the model 
forward; 

• Identifies a framework for implementation in the context of local 
partnership mechanisms. 

The work has been undertaken by developing an understanding of the local 
situation in terms of both service design and by accessing capacity and 
performance information.  It has entailed extensive one-to-one and small group 
discussions as well as three major workshop events designed to both identify 
and test out emerging aspects of the review1. 

2 Context 

Services for older people with mental health needs have not always received 
the profile they deserve.  This is changing as a result of national policy 
statements such as the National Service Framework for Older People (2001) 
and he Forget Me Not reports (2000 & 02) and the growing ‘voice’ of older 
people locally.  The growing recognition ‘co-morbidity’ and the emphasis on 
managing chronic, long term conditions in a co-ordinated and person centred 
way has also led to a raised profile for older people’s mental health needs.  

The local context has made it important to dovetail recommendations in this 
review with the wider strategic commissioning approach being adopted for 
services for older people.  In addition local initiatives in the development of 
chronic disease management, regeneration, localisation of services and 
partnership development can all be built on through this process. 

The review has also highlighted a general consensus on the strengths and 
weaknesses of current services including on the one hand a history of 
innovation, increased opportunities for local voices to be influential in service 
design, good working relationships and areas where service capacity and 
clinical environments are good.   

On the other hand it has been recognised that there is a need to improve 
service integration and to make access to these services more straightforward 
for service users, as well as to develop more comprehensive screening, case 
finding, crisis responses and intermediate tier services.  There is also a need to 

 
1 The extent of the involvement process is reflected in appendices 1-3. 
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improve information for service users and carers and to recognise and respond 
to the needs of carers. 

The review has also identified expected levels of need amongst the local 
population both now and into the future.  It has concluded that: 

• The older population of Salford is relatively stable although with 
some significant internal migration from east to west.  Overall 
demand for services in the short to medium term is therefore 
unlikely to grow significantly; 

• That there are likely to be about 1,250 older people requiring 
specialist mental health input in any one year and a minimum of a 
further 3,500 whose mental health needs exist alongside other 
needs and are therefore currently ‘hidden’ in current mechanisms of 
recording need. 

The review provides a summary of the services in place to meet the specialist 
needs of older people with mental health and comments on the extent to which 
other generic services may respond to the needs of older people who have 
mental health needs alongside other needs. 

The local analysis has raised issues of balance across specialist and generalist 
service responses, across geographical boundaries and between secondary 
and primary/community.  These are picked up in various ways through the 
description of the service model and proposals for implementation. 

3 Service model 

The key distinguishing feature of the model is its basis in a community or 
locality framework.  Localities should act as the building block for needs 
assessment, commissioning and care co-ordination with integrated service 
delivery wherever appropriate at a locality level.  This supports the concept of a 
person and population sensitive approach both to the commissioning and the 
delivery of services. 

Key strategic themes have been identified as: 
• Developing capability and capacity in mainstream services; 
• Developing a specialist intermediate tier of services to respond in 

times of crisis and prevent, where appropriate acute admission; 
• Developing inter-disciplinary teams at a locality level; 
• Ensuring high quality acute assessment facilities; 
• Developing a partnership with the independent sector; 
• Ensuring continued active engagement of service users and carers; 
• Developing an effective and joint capacity monitoring system; 
• Ensuring an effective, outcome based, joint commissioning 

approach between the Local Authority and the PCT. 

The report also identifies a key set of guiding principles for developing 
recommendations that build on these themes and the service principles that 
should underlie them.  The model has four building blocks, namely primary 
health and social care, integrated older people’s teams, an intermediate tier 
and acute care. 
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3.1 Primary and community health 

It is proposed that the four geographical localities being defined across the city 
form the basis of the service model and within these that clusters of GPs 
reflecting two neighbourhoods or communities are also identified.  The localities 
would form the basis for the integrated older people’s teams described later 
and as the basis for an integrated commissioning approach to health, housing, 
social care, community safety, life-long learning and transport.  The 
neighbourhoods or communities would provide the focus for the screening and 
case finding proposed as a key element of the model. 

3.2 Integrated teams 

The review recommends the development of integrated older people’s mental 
health teams with the capacity to: 

• Give advice and support to primary and community health and care 
services thus increasing their capacity to support older people with 
mental health needs; 

• Provide treatment and care to people with time limited disorders 
who can benefit from specialist interventions thus relieving pressure 
on primary care; 

• Providing treatment and care for those with more complex and 
enduring needs with a view to managing these conditions as much 
as possible within the local network of services. 

The key principle for this development is in the need to respond to both 
complex physical and mental health needs in an integrated manner through 
providing a single point of entry, inter-professional assessment, strong links 
between specialist and generalist services and intensive care in the community 
where necessary and appropriate. 

3.3 Intermediate tier 

At the heart of the proposal to develop a robust intermediate tier of services is 
the concept of a local resource centre model with specific functions and 
networks of care aimed at maintaining people’s independence and minimising 
entry to acute or long term care wherever appropriate. 

This element of the model presents its own challenges and will require a major 
redesign programme based on a re-alignment of estate utilisation and revenue.  
Each locality will require a Resource Centre that contains a range of core 
functions with further differentiation based on local needs.  The core would 
include specialist day and evening provision, crisis facilitates, 24/7 advice and 
‘breaks’ as well as acting as the base for the local integrated team, and be 
linked to other functions through a planned network of care. 

Key to the development of the intermediate tier in Salford will be: 
• Ensuring the development of an appropriate breadth and depth of 

supported accommodation for people with significant needs; 
• Supporting the intermediate care (older people) teams in their rapid 

response function to undertake assessment of older people with 
mental health needs; 

• Developing specialist intensive home support. 
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3.4 Acute assessment, treatment and continuing care 

Through the development of the model those working in the acute sector 
should feel increasingly confident to discharge people to appropriate levels of 
community support.  This will enable an appropriate focus within the acute 
sector on developing the high quality assessment and treatment of acute needs 
that is the hallmark of an ‘excellent’ service. 

Current facilities provide opportunities for high quality therapeutic interventions.  
However, the review recommends the re-alignment of current NHS services 
delivered in Kenyon ward, used for men with disinhibited sexual behaviours, 
and Cavendish ward, used for complex rehabilitation over extended periods of 
time for those with the most extreme needs.  In both cases the physical 
environment is not best suited to deliver the highest quality of care. 

It is proposed that the PCT and Local Authority enter into discussions with their 
colleagues in Bolton and Trafford to develop a commissioning approach to the 
needs of these groups of people with a view to developing a single facility for 
each, serving the collective needs. 

At the same time it is proposed that the growing number of people expected to 
need continuing NHS healthcare should be the subject of joint negotiations with 
the independent sector to identify preferred partner(s) for this client in all cases 
apart from those with extreme needs.  This relationship should include defined 
support from the NHS. 

The key characteristics of the acute sector should therefore be: 
• Acute admission wards for organic and functional mental illness; 
• Access to therapeutic interventions within hospital settings; 
• Specialist NHS provision for challenging behaviours through 

collaborate commissioning; 
• Liaison wards/beds within the hospital setting. 

3.5 Partnership and commissioning approaches 

To enable the development of the model outlined in this report there will also 
need to be development in the partnership and commissioning approaches 
adopted by local agencies.  The report identifies the opportunities for 
developing such arrangements based on Health Act Flexibilities and designed 
to reduce duplication, improve resource utilisation and wherever possible ‘lever 
in’ additional resources. 



This document was downloaded from www.thewholesystem.co.uk  

v 
 

4 Recommendations 

The main body of the report identifies 42 individual recommendations and 
places them in the context of the evolving model.  In this summary we have 
organised the recommendations in ‘levels’ as they reflected in the diagram on 
the following page. 

City wide

Practice

Locality

Localities

Home

Crisis

Sub-regional

Memory clinics
Continuing NHS 

rehabilitation

In
ter

med
iat

e c
ar
e 

–
old

er
 pe

op
le

Acute 
assessment

Challenging behaviour
Specialist supported acc 

including extra care

Br
ea

ks

Psychological 

therapies
Group support

Intensive home 
support

Day h
ospital 

functio
ns

Outpatient

Carer 

support

Su
pp

or
te

d 

ho
us

ing

Resource centre2 + 1
Breaks

CBT

In
te

gr
at

ed
 

te
am

Day activities

Sc
ree

nin
g/

ca
se

 

fin
din

g
Carer 

register

Int home 
support CB

T

Outpatient

Advice
Information
Signposting
Assessment
Crisis intervention

BST

Salford 
Royal

 

4.1 Neighbourhood and community services 

The following recommendations need to inform the development of mental 
health services at a practice or neighbourhood level: 

• Adopt the ‘clusters’ of practices as the footprint for the model at 
Figure 8 in the context of a single locality (Recommendation 1). 

• Adopt a ‘stepped’ care model of interventions for older people with 
mental health needs including community and self help 
interventions (Recommendation 2). 

• Adopt a screening and case finding approach to identifying actual 
and potential needs of older people, including those specifically with 
mental health needs (Recommendation 3). 

• Adopt a single point of entry into a system of care that is multi-
disciplinary, based on effective initial assessment by the 
appropriate professional and which links the individual to an 
appropriate intervention (Recommendation 4). 

• Urgently implement the protocols for depression and dementia and 
link information that emerges to the GP contract particularly the 
locally enhanced service potential for those older people with 
mental health needs (Recommendation 5). 
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• Use information collated from the adoption of the protocols to 
inform the implementation of locally enhanced services available 
under nGMS (Recommendation 6). 

• Develop primary and social care focussed weekly case referral 
meetings to ensure a means of identifying and monitoring those 
with greatest need (Recommendation 7). 

• Implement the ‘flagging’ of older/younger carers of those with 
mental health needs as a trigger for carer assessment, continuous 
monitoring and appropriate response to physical health needs 
(Recommendation 8). 

• Adopt quality framework approach (nGMS contract) for the 
management of depression, particularly older people with mental 
health needs, including those in long term care 
(Recommendation10). 

4.2 Locality services 

The following recommendations form the basis of the locality approach central 
to this review: 

• Appoint in each locality a specialist general practitioner (Older 
People including mental health needs) for the locality to promote 
inter-disciplinary working the development of pathways, quality 
assurance and governance (Recommendation 9). 

• Develop an agreement between primary and social care 
professionals for referral to the integrated specialist team for 
specialist assessment and intensive care management at locality 
level (Recommendation 11). 

• Contract with the Carers Centre to promote the development of a 
locality network of self-help and support groups in line with the 
model and to develop supportive information for carers working with 
the statutory sector to identify priorities (Recommendation 12). 

• Adopt a locality model for establishing a specialist integrated Older 
People’s team with a single point of entry to comprehensive 
specialist assessment and intensive care management functions 
(Recommendation 13). 

• Establish a formula for team size based on population of practice, 
case finding, CPA numbers and deprivation factors 
(Recommendation14). 

• Identify a named worker(s) in each team to relate to each GP 
cluster and long-term care homes in that locality to support and 
promote best practice (Recommendation 15). 

• Develop a systematic training process for the specialist team to 
promote capacity and capability in primary health and community 
care mainstream services (Recommendation 16). 

• Identify team budgets for the contracting and procuring function 
from the intermediate tier including long term care placements 
(Recommendation 17). 

• Develop protocols for the specialist team to access mainstream 
primary and social care services (Recommendation 18). 

• Developing a ‘focus’ in each of the four localities for a resource 
centre model (the comprehensive function) – holding the ring on a 
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managed network of care to reflect a changed landscape of 
provision and resource and to act as the base for the ‘integrated’ 
specialist teams agreeing between localities which functions may 
need to be provided on a joint basis (Recommendation 19). 

• Develop an ‘escalator’ of extra-care accommodation at locality level 
for those with complex organic or functional mental health 
difficulties with agreements/protocols in place with the specialist 
provision for planned support and access when required 
(Recommendation 20). 

• Extend skills range of the intermediate Care Team (older people) in 
its rapid response function to recognise and respond to older 
people with mental health needs ensuring their rights of access to 
locality resources (i.e. the Resource Centre model) 
(Recommendation 22). 

• Place the function of ‘day hospital’ within the resource centre 
model, either at resource base or as clinical sessions within existing 
day provision (including LIFT facilities) – part of a local network of 
day activities, replacing its current locations at Woodlands and 
Gloucester (Recommendation 23). 

• Ensure locality integrated specialist team are linked to care homes 
on a named basis, extending the range of education, advice etc – 
avoid and preventing admissions/re-admissions (Recommendation 
24). 

• Establish long term quality assured partnership with the 
independent sector for continuing NHS healthcare reducing reliance 
on current NHS provision.  Long tem contract for delivery required 
(Recommendation 25). 

• Re-design and re-distribute the functions/revenue currently 
provided as White Meadows into the locality based Resource 
Centre model and develop crisis functions (city-wide) 
(Recommendation 26). 

• Establish intensive specialist home support team (need to consider 
scale as either locality or city-wide) specifically for the intermediate 
tier.  Ensure in contracting of mainstream domiciliary services that 
specification includes training and staff development processes for 
working with those in later life with mental health needs (could be 
provided by specialist health and social care staff) 
(Recommendation 27). 

• Combine the current day activities report implementation with the 
relocation of day hospital functions into a range of settings including 
the Resource Centre and community facilities (Recommendation 
28). 

• Promote and develop long term care facilities with the independent 
sector, particularly for continuing NHS care, and provide planned 
and systematic support.  This will minimise the need for this to be 
directly provided by the NHS (Recommendation 30). 

• Undertake a ‘contestability’ process for the provision of support to 
the network of housing provision (Recommendation 31). 

• Establish a named link between the integrated specialist older 
persons team and the learning difficulty care management team at 
a locality level (Recommendation 37). 
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4.3 Salford-wide recommendations 

The following recommendations will need to be co-ordinated and delivered at a 
city wide level although some aspects will subsequently influence and 
contribute to locality service developments: 

• Ensure a holistic approach to an appraisal of the estate to ensure 
best use of a whole systems approach (Recommendation 32). 

• Developing and implementing a capacity/capability skills 
development plan for primary care teams day resources, care 
homes and voluntary sector staff and other mainstream services 
(Recommendation 33). 

• Develop an integrated governance approach that recognises the 
multi-organisational provision, multi-professional input and the 
network of intermediate tier arrangements (Recommendation 34). 

• Undertake an immediate assessment of need for those individuals 
with a learning difficulty over the age of 65 to determine need and 
an appropriate services ensuring that the assessment includes a 
screening or case finding methodology for mental health needs in 
the pathfinder locality (Recommendation 38). 

• Identify in the pathfinder locality the numbers of aging carers who 
are active in the caring of a relative with a learning difficulty 
ensuring a carer assessment is undertaken (Recommendation 39). 

• Ensure that the training and development role of specialist mental 
health staff with mainstream services includes those working in the 
learning difficulties sector (Recommendation 40). 

• Develop systematic processes for the engagement of service users 
and carers at local level and city-wide to inform/influence the 
implementation process (Recommendation 41). 

• Establish dialogue with Carers Centre to develop information 
support (City-wide) and specific support systems at local level to 
supplement case finding at GP level (Recommendation 42). 

• Initiate implementation through a pathfinder approach in one 
‘locality’ developing a learning and adaptive model at each stage 
(Recommendation 43). 

4.4 Specialist services 

The following recommendations have implications for collaborative work 
between Salford partners and their neighbours: 

• Develop a function for NHS based rehabilitation in complex 
continuing care across Bolton, Salford and Trafford jointly 
commissioned by the three Primary Care Trusts to replace the 
functions of Cavendish House.  This would link with the Resource 
Centres and the network of extra care housing in recommendation 
20 (Recommendation 21). 

• Developing a jointly commissioned service specification through a 
Bolton, Salford and Trafford PCT/LA approach reproviding the 
functions currently provided in Kenyon Ward (Recommendation 
29). 

• That a needs assessment be commissioned to identify those in 
need of services for early onset dementia including those with 
neurological conditions during 2005/06 (Recommendation 35).  
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• That a joint commissioning approach between Salford, Bolton and 
Trafford PCTs/Las be adopted to construct a strategy for the 
development of an early-onset dementia service (Recommendation 
36). 

5 Implications and next steps 

The report concludes with a number of considerations that need to inform the 
way forward.  In particular these are: 

• The implications of developing the model on performance 
expectations set out in the government’s performance standards 
and reflected in the work of the Commission for Social Care 
Inspection and the Healthcare Commission; 

• The implications for the nature and extent of partnership and whole 
systems working on the respective partner agencies and other 
stakeholders; 

• The mechanisms that will be required to work through the detail of 
the recommendations and then manage the process of 
implementation; 

• Developing an evidence base for performance management and 
development on a joint basis between partners.  
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1 Introduction 

1.1 Purpose of report 

This report highlights the key findings, messages and recommendations arising 
out of this strategic review of mental health services for older people (MHSOP) 
and seeks to place this service in a wider context of services for older people 
more generally.  It presents the key areas of work that need to be taken forward 
by the statutory partners and the wider range of partners including non-
statutory agencies, departments, staff, citizens, service users and carers 
groups.   

The report captures the main strategic actions identified as a result of working 
with local stakeholders in order to produce a shared framework for the future 
development of mental health services for older people in Salford.   

1.2 Project brief 

This review was commissioned by the Salford Partnership Board and 
commenced in July 2004.  The project brief was: 

1. To develop a model of service provision within the context of broader 
organisational change and reflecting: 

a. The nature of multi-disciplinary working; 

b. Interfaces with the secondary acute sector; 

c. Inpatient mental health services; 

d. Crisis intervention and intermediate tier functions; 

e. Specialist service needs, for example early onset dementia and 
learning difficulties;  

f. The need for specialist housing and registered residential or 
nursing care beds. 

2. Obtain and assess information about current services and map these; 

3. Consider implications of any future model on skill mix and workforce 
development and training; 

4. Set proposals in a timeframe for implementation; 

5. Consider the performance implications for partner agencies. 

1.3 Process undertaken 

The project has consisted of three main elements: 
• Mapping and analysing current service capacity to identify 

strengths, weaknesses, gaps and opportunities; 
• Undertaking individual and group discussions to ensure a good 

understanding of current services and people’s views about 
possible futures; 

• Workshops to maximise engagement and ‘triangulation’ of evidence 

This process is reflected in Figure 1 which identifies the key steps in arriving at 
these proposals.  It has been as inclusive and consultative as possible with 
input from a wide range of professionals and service users throughout. 

1 
The Whole Systems Partnership 
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Figure 1 Review process 

2 National and local context 

2.1 National context and drivers  

Older people (people aged 65 years and over) make up a fifth of the UK 
population and this proportion is growing. In 1996 there were 5,000 centurians; 
by 2016 this number is predicted to rise to over 20,000 – a four-fold increase in 
20 years (Audit Commission, 2000).   

Many older people do not need support from health or social care services, yet 
older people use approximately half of all health and social care services and 
account for two-thirds of emergency medical admissions to hospitals (Shaping 
The Future NHS: Future planning for Hospitals and Related Services, 
Department of Health, 2000).  Many of the current government’s policies for 
care services and the broader inter-ministerial initiatives such as Better 
Government for Older People, are aimed at improving the quality of life for 
older people and reducing inequalities in health.  What older people themselves 
want is the opportunity to live independently, as full and active citizens in 
control of their own lives (A Life Worth Living, 1997 & Better Government for 
Older People 2000).   

One-fifth of people aged over 85 years are likely to experience some form of 
dementia and one-quarter of people over 65 years are believed to suffer from 
depression.  Until recently this group had received relatively little - both in terms 
of resources and a national policy direction.  

This situation is changing, mainly due to the impact of specific guidance such 
as the National Service Framework for Older People (Department of Health, 
2001), No Secrets (Department of Health, 2000) and Forget Me Not (Audit 
Commission, 2000; 2002) - as well as general guidance outlined in this paper.  
Advances in clinical practice and specialist research programmes undertaken 
by the Royal Colleges and professional associations, Dementia Services 
Development Centres (DSDCs) and the Mental Health Foundation, have 
helped to raise the profile of specialists caring for older people with mental 
health difficulties.  They have also had a “lobbying” role that has successfully 
raised awareness about the range of mental health needs that older people 
may have.  

2 
The Whole Systems Partnership 
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Health and social care organisations are now required to demonstrate how they 
both identify and respond to the needs of older people with mental health 
difficulties, mainly through their Health Improvement Programmes and until 
recently through their Joint Investment Plans (JIPs)2.  A study of JIPs 
undertaken over a period of 12 months identified that older people with mental 
health difficulties are rarely identified as a separate group in terms of service 
development and investment (Joint Investment Plans for Older People, Nuffield 
Institute for Health, 1999).  It follows that resources have not been historically 
targeted on this group whilst strategy development is still in its infancy in most 
areas of the country.  

When asked about health care provision, accessible primary care is the most 
commonly expressed desire of older people. Support for carers, both family 
and friends, is another.  The Audit Commission’s reports on mental health 
services for older people, Forget Me Not (2000; 2002), highlights not only the 
importance of primary care but also the variability in primary care service 
provision, especially for diagnosing and treating older people with mental health 
problems. 

These issues need to be seen within the context of the current, more positive, 
policy climate for improving services for older people, including mental health, 
which is encapsulated by the National Service Framework (NSF) for Older 
People. 

2.1.1 The National Service Framework for Older People  

This NSF is the largest and most complex of the frameworks to be produced for 
England.  It covers NHS hospital and community health services, the 
healthcare components of residential and nursing home care, as well as the 
transitions between these settings.  It includes new, integrated service models 
for improving the care of all adults with stroke, dementia, depression and 
injuries sustained through falls.  The primary focus of the NSF is on frail older 
people, although standards for disease prevention and the promotion of health 
and well-being are also included, as are standards for palliative care, the relief 
of distressing symptoms and end of life care.   

In addition to eight core standards and the service models referred to above, it 
addresses the interfaces between health and social care; both generally and 
more explicitly between primary and community based services and secondary, 
specialist services.  All standards stress the key, sometimes leading, roles that 
should be played by statutory social services and primary care in the provision 
of care for older people.  It is therefore both multi-agency and multi-dimensional 
in nature and intent.  

The core components of a high quality service for older people with mental 
health problems, synthesized from Standard Seven, Mental Health in Older 
People, are illustrated in Figure 2. 

A key feature of mental health service provision in the last five years has been 
the development of community mental health teams (CMHTs) and through 
them improved access to a range of supported domiciliary, residential and 
hospital based care.  This has been slower within mental health services for 
older people than it has for working age adults and children’s services.  With an 
ever increasing focus on the ability (and capacity) to access specialist care and 
skills regardless of setting, and towards more care provided closer to home, 

                                            
2 JIPs have now been replaced by Local Delivery Plans (LDPs) which come under the 
auspices of Strategic Health Authorities.   

3 
The Whole Systems Partnership 
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The management of complex conditions and needs through integrated 
specialist teams for older people are now seen as an essential feature of 
implementing the NSF for Older People. 

 
Mental Health in Older People - Standard 7 of the National Service 
Framework for Older People  
• Early detection and assessment, with primary care having a leading role 
• Increasing emphasis on mental health promotion and prevention of ill-health 
• Access to specialist services, advice and skills, treatment and rehabilitation - with 

an emphasis on provision at home and support for carers 
• Care management, care coordination and treatment planning, including the 

translation of requirements of the CPA for older people with severe and enduring 
mental illness; and the implementation of integrated care pathways for dementia 
and depression 

• Increased clarity about the roles and relationships between specialist services 
and teams, and generalist services including primary health and social care 

• Continuous development from sharing good practice and learning from 
experience 

• Services that anticipate and respond to the needs of older people from minority 
ethnic communities, and people with complex health and social care needs (e.g. 
with a learning disability).   

 

Figure 2 Standard 7 of the NSF for Older People 

An integrated, comprehensive system of care should be underpinned by 
promoting positive health, both physical and mental, ensuring community 
engagement and inclusion through self-participation and the development of a 
social infrastructure, primary and secondary prevention programmes, early 
intervention and care in the home or as close as practical.  It would include the 
following key components through which this would be achieved:  

• Locally based information and advice service(s) aimed at providing 
service users and carers with timely, accessible and useful 
information about the nature of different mental health problems 
and conditions, where and how to access further information, 
advice and specialist help; 

• Accessible and supportive primary, housing and community based 
health and social care services ; 

• Integrated specialist older age teams, including mental health 
operating at the interface between primary and secondary care;  

• Crisis and home treatment team(s) providing a range of therapeutic 
interventions at home or as close to home as possible including 
home based assessment; 

• Access to diagnostic and therapeutic interventions, such as 
validation therapy and Dementia Care Mapping and community 
based rehabilitation;  

• A range of options for accessing and providing respite care;  
• Specialist in-patient assessment and treatment, where the numbers 

and location of beds is determined on the basis of local population 
requirements and the range and balance of services across the 
whole system of care; 
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• A range of options for receiving long term care in different settings 
including the person's home, supported and extra care housing, 
and care homes (residential and nursing home).  

All these essential features can be evidenced within the recommended 
model for Salford. 
The roles and relationships between primary care, community and other 
mainstream services and specialist mental health services for older people 
need to be discussed and agreed, and protocols for shared care and pathways 
for dementia and depression implemented.  This includes agreed protocols for 
the management of people who have both physical and mental ill health, to 
ensure that care is given by or from the most appropriate service.  

The timescale for implementing key action points and milestones within 
Standard 7 is longer than for other Standards in this NSF, reflecting the amount 
of work to be done nationally to address variations in provision, i.e. access to a 
comprehensive range of quality services.  This means that local care 
communities need to sustain implementation for a significant period of 
time to do the groundwork that underpins the development of integrated 
strategies and investment plans to shape the future direction of locally 
based and locally responsive service systems.  
The Audit Commission (Forget Me Not, 2000 & 2002) identified the 
national priorities for these services and consumers as: 

• The need to focus on developments in and access to primary care 
services, and targeted training programmes for GPs in assessment, 
diagnosis and support; 

• The need for training and development programmes for all 
community staff in relation to mental health problems that may 
affect older people, and how to manage them in a proactive and 
enabling way; 

• The need to invest in and promote flexible, home-based care to 
support service users and their carers; 

• The need to improve commissioners’ understanding and expertise, 
both about mental health services for older people and how they 
may be delivered to achieve the best outcomes; 

• Greater involvement of service users and carers in assessment, 
care planning, and care management;   

• Better information for carers about the nature of mental health 
difficulties and conditions experienced, and how to get help when 
they need it. This covers the whole spectrum of services from 
transport, emergency care, benefits system, day activities, respite 
care and sitting services, and medication. 

These key features are found in the recommended model for Salford. 
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Summary of Actions and Milestones 

NHS and Councils to: 
• Review local systems of care, including health promotion 
• Review current care pathways for depression & dementia 

• Review same for young onset dementia 
By April 2004: 
• HimPs and JIPs to specify plans for developing integrated mental health service for older 

people, including mental heath promotion 
• Every general practice is using protocols agreed with local specialist services for dementia 

and depression 

• Secondary care systems have agreed protocols in place for management of older people 
with mental health problems 

By April 2005: 
• Agree protocols between the specialist old age team and other hospital departments; 
• A full range of psychological and physical treatments should be available; 
• PCT’s should ensure that there is integrated planning and delivery of local services to support 

the detection, diagnosis and treatment of mental health difficulties in primary care; 
• The specialist mental health services for older people should have agreed working and 

referral arrangements. 
• Specialist mental health services for older people should provide advice and outreach; 
• The local system of mental health services for older people should be reviewed; 
• Review within all services the current arrangements for the management of depression and 

dementia (including early onset dementia) and agree and implement local protocols across 
primary care and specialist services; 

• Include the development of an integrated mental health service for older people in HIMPS 
and other local plans with the Local Authority and independent sector. 

• PCT’s will ensure that every general practice is using a protocol agreed with specialist 
services to treat and care for patients with depression or dementia; 

• Health and social care systems should have agreed protocols for the care and management 
of older people mental health difficulties; 

• The service models proposed for mental health require service redesign; 
• The single assessment process will include older people with mental health difficulties. 
• Dedicated care managers should work with the most vulnerable older people over time; 
• Older people will receive an individual care plan; 
• Clear guidelines for involving specialist mental health services in the care of older people in 

hospital should be developed; 
• Take account of the needs of older people with mental health difficulties in ward design; 
• NHS and local councils should work with care home providers to meet the needs of older 

people with mental health problems. 
• Strategies for recovery should include enhancing social networks and sources of social 

support; 
• Older people with dementia should be considered for treatment with newer drugs – 

consultants should prescribe according to available published guidance for effective 
healthcare; 

• Older people with suspected dementia should be referred to the specialist mental health 
service; 

• Patients with complex mental health needs should be treated and supported in the 
community/at home. 

• A core team member should act as care co-ordinator for each older person referred to the 
specialist mental health services throughout his or her contact with the service; 

• Implementation of the information strategy for older people will include a data set 
development programme and appropriate links will be made with the Mental Health 
Information Strategy. 
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2.2 The Salford context 

During the course of the review, through the mechanisms of the workshops and 
individual discussions, the following key issues were raised: 

• A changing local context has emerged where compatibility of the 
review recommendations with the strategic commissioning 
approach for older people is very important; 

• A clear consensus exists of the key strengths of the current 
provision that need to be retained and enhanced during the course 
of the implementation of the review recommendations; 

• An awareness of the weaknesses in the current delivery of mental 
health services for older people, and where specific 
recommendations need to be made. 

2.2.1 Local context 

There are particular aspects of the developing local strategic framework that 
have been considered key influences on the review recommendations, namely: 

• Localisation:  where a key footprint is the four localities on which 
the Primary Care Trust and Salford Social Services Department are 
increasingly developing as a planning and delivery framework for 
services.  This takes account of other levels such as ‘clusters’ for 
practice based commissioning and neighbourhoods of 
communities. 

• Chronic Disease Management:  the development of capacity, 
both estate and skills in community settings that enables a wider 
range of rehabilitative and preventative strategies to be put in place.  
Growing primary care is integral to this approach. 

• Regeneration:  building community identity and social cohesion 
through localisation, citizen engagement and ensuring that plurality 
and diversity are encouraged.  Recognising the different needs of 
communities and the challenges to service arrangements that this 
initiates. 

• Partnership:  recognising that all future progress will be predicated 
on the effectiveness of partnerships in both commissioning and 
delivery.  The local investment in this form of working will be best 
tested and evidenced in older people’s services. 

• Older People’s Strategy:  an emerging strategic framework for the 
commissioning and delivery of older people’s services which will 
create an approach within which older people’s mental health 
needs will be embraced.  Achieving an integrated approach for 
older people and reducing interfaces and access points is a critical 
objective, as is a care management approach to complex needs 
including assessment, service procurement and case management. 

2.2.2 Perceived strengths of the older people’s mental health services 

During the course of the review a number of strengths in the current provision 
were identified.  These need to be sustained in a new model of service, and the 
recommendations seek to build on these, namely: 

• The history of innovation in the service and the breadth of functions 
represented; 
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• The increasing and developing opportunities for the voices of 
service users and carers to be heard and to be influential; 

• Good relationships between organisations and many of the 
professionals; 

• The focus of psychological interventions and therapies available to 
those in later life; 

• Some of the clinical environments and facilities; 
• The potential role and commitment of the voluntary sector; 
• The ‘network’ approach to housing. 

However, it was also clear from both the workshops and the individuals 
discussions that improvements were required in a number of areas to develop 
a contemporary service integrated into a wider approach to developments for 
older people, namely: 

• A redefinition of the role and accountabilities of the 
generalist/mainstream services and specialist provision; 

• The development of genuinely inter-professional working in a form 
that responds to holistic assessment, to the care management of 
complex needs and the procurement of appropriate services to 
meet these needs; 

• The absence of comprehensive screening, case finding and triage 
methods to inform planning and that seek to ensure a match 
between need and response; 

• The need for a crisis resource set in the framework of a range of 
specialist provision that promotes ‘at home’ assessment and care; 

• An integrated tiered approach to day activities, provided through a 
range of settings and as locally as possible blending specialist 
sessions with a range of others; 

• The need to improve access by simplifying pathways, assessment 
and the organisation of staff; 

• The need to ensure those older people with functional mental 
illness have their needs fully acknowledged in service delivery; 

• The need to extend the range of supported accommodation through 
new technologies or extending the capacity of extra care housing to 
respond to those with more complex need. 

2.2.3 What service users and carers in Salford told us 

Service users and their carers have been represented at the events run as part 
of this project.  We have in addition, however, spoken directly with others who 
have given us a set of key messages and expectations for this strategic review.  
These include: 

• Concern over differential responses in primary care to initial and 
subsequent contacts; 

• The need for much greater recognition of and emphasis in 
responses to the needs of carers - consistency of contact and 
assessment of need; 

• The need for information, education, and a contact person at key 
stages – knowing where to go at other times and achieving an 
appropriate response; 
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• Anger at lack of knowledge and responses in general hospital 
services of the special requirements of those with mental health 
needs; 

• Extending day activities not day care, a wide range and purposeful, 
ensuring as local as possible;  

• Extending support through service user and carer network 
developments properly resourced and supported; 

• The lack of respect and dignity demonstrated through failure to 
maintain own clothes on wards. 

These views have been given particular attention in the development of the 
recommendations made later in this report. 

2.3 Analysis and benchmarking of activity and capacity 

A description of the approach, challenges and outcomes of the analysis and 
benchmarking work is contained more detail in Appendix 7.  The purpose of the 
analysis has been to inform or evidence proposed developments in line with the 
service model described in the sections 3 and 4 of this report.   

The analysis has not been conducted in isolation but rather as part of the 
process of reviewing and reflecting on the current services in the light of future 
requirements.  The first workshop in September therefore played a vital part in 
testing this analysis and further refinement and addition to the analysis has 
been made since that date under the supervision of the Steering Group. 

Feedback from the initial workshop emphasised the need to reflect, as far as is 
possible, the needs of older people for whom both specialist and generic 
mental health support is required.  Having a mental health need alongside a 
more ‘significant’ physical health need can mean that these needs are hidden 
when analysed by available data.  Figure 3 therefore represents the bringing 
together of a number of different types on information including local audits of 
need, uptake of services and prevalence rates estimated using published 
material.   

 

Older people:
35,000 over the 
age of 65

Older people without mental health needs

Primary need for mental 
health services = c.1,250Prevalence of 

mental illness:
• 2,500 
dementia 
(1,000 severe);
• 2,500 with 
anxiety;
• 2,400 with 
depression.

Older people with mental 
health needs alongside 
other primary needs for 

care

Other need for mental health 
services = c.3,500

 
Figure 3 Estimating prevalence of mental health needs amongst older people 
in Salford 

Other key issues emerging included the need for improved geographical 
access to services, the relatively well resourced but not always well integrated 
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or accessible specialist services and the need for enhanced specialist provision 
in the community.  These themes are reflected in the model described in the 
next section. 

A summary of the findings from the analysis includes: 
• A population of c.35,000 older people (>65) that is relatively stable 

although with significant internal migration over a number of years 
from Central/Eastern areas of the city to the West (between 1991 
and 2001 there was a 25% increase in the number of older people 
in the West compared with a 7% fall in the east or central area); 

• A population where approximately 1,250 older people require 
specialist mental health services and a further 3,500 require 
support for either mental health needs not identified as their primary 
area of need or for transient periods of mental ill health; 

• A population with a high proportion of people living in relatively 
deprived wards in the lower 2 quintiles of the English average (i.e. 
over 90% of the wards in the East are in the lowest 40% of English 
Wards with the equivalent figure in the west being c.80%).  Whilst 
there is therefore a difference between east and west in terms of 
deprivation this should not be over-emphasised.  The adult Mental 
Illness Needs Index (MINI) scores are 105 for the West and 117 for 
the East (against an England average of 100). 

Services developed to meet these needs include: 
• A voluntary and independent sector that provides niche services 

geographically and in relation to service types that could be 
developed further to provide more widely available support, for 
example in support to Carers; 

• Housing services that have significant potential in terms of stock 
(2,628 category 2 sheltered housing units) and technology support 
but that currently are not specifically targeting this client group or in 
a position to collaborate effectively on a local basis.  There are also 
173 units in extra care housing but no specialist mental health 
support or input; 

• Social care that provides support to significant numbers of older 
people but with limited specialist input for this client group – of the 
3,171 in receipt of care at home only 185 had their primary need 
designated as being mental health meaning that significant 
numbers of people with mental health needs may not be having 
these identified and met.  In a similar way of the 1,715 people in 
care homes only 253 had a primary mental health need; 

• Day services where significant numbers of people have mental 
health needs (up to about 50% in Local Authority establishments) 
but which are not evenly distributed across the four localities with 
Salford North having the equivalent of 67 older people per place 
and Salford West having 160 older people per place (this includes 
both local authority and independent sector provision); 

• Strong but not well integrated or coordinated specialist services in 
the community including psychology and CPN input.  The latter are 
distributed evenly between east and west teams (as well as 
supporting different specialist services) and total the equivalent of 
3.4 CPNs per 10,000 over 65 population (compared with 3.0 in 
Bolton and 1.8 in Trafford); 
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• Inpatient services for assessment and treatment that compare well 
in terms of utilisation with other locations (11.4 beds per 10,000 
older people compared with the 11.7 average for its cluster and with 
an average length of stay at 19½ weeks, which is the lowest in its 
cluster).  However, there appears to be an over-reliance on longer-
stay capacity (when combined, the number of treatment, 
assessment and continuing care/rehabilitation beds increases to 
30.8 per 10,000 older people compared with a cluster average of 
16.8); 

• Long term care services that lack an appropriate level of specialist 
services for older people with mental health needs – there are 97 
care home places registered for EMI at a rate of 27 per 10,000 
older people compared with 43 in Bolton and 53 in Trafford. 

2.4 Summary 

This review of context has highlighted both changing expectations and, at the 
same time, an area of service that has rarely been prioritised as a separate or 
well defined area for development.  Standard 7 of the National Service 
Framework for Older People has provided a key driver for service development 
with expectations of the development of support for people with complex 
conditions through integrated specialist teams for older people. 

Implicit in this drive for improved support for older people with mental health 
needs has been the need to ensure that such services are sensitive to local 
needs and responsive at times of need or crisis.  Because of the complexities 
inherent in developing such networks of services the timescale over which 
changes need to take place needs to be extended and sustained.   

Within the local Salford context additional considerations need to be taken into 
account.  Localisation, the development of chronic disease management 
approaches, regeneration initiatives, partnership development and an emerging 
older people’s strategy all need to be reflected in the development of specific 
proposals for older people with mental health needs.   

Salford has a tradition of innovation and is increasingly engaging with services 
users and their carers in continuing to take new opportunities to enhance 
services.  Innovation, however has often come at the expense of increased 
fragmentation, a factor that has increasingly been of concern to services users.  
Such factors have been key in identifying the strategic direction set out in this 
report.  

An assessment of local needs and current service capacity has informed the 
strategy and recommendations.  There is evidence that some services for older 
people with mental health needs are relatively well resourced.  The benefits 
from such resources, for example in psychological therapies and community 
mental health nurses for older people, do however, need to be maximised 
through greater integration and improved co-ordination.  In other cases, for 
example the provision of day activities, access needs to be made more 
equitable across Salford.  In addition new opportunities can be taken to provide 
the range of support and care needed by this client group, for example in 
preventative strategies and appropriate housing solutions. 

Taken together this review of context has provided a valuable back-cloth 
against which the service model and recommendations have been developed. 
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3 Emerging model of services for Salford 

3.1 Model features 

The model of care that has emerged accentuates a community based 
approach, delivered wherever appropriate within four ‘localities’.  This ‘locality’ 
population is the key building block for needs assessment, commissioning and 
complex care co-ordination (CPA) and care management (SAP) with integrated 
service delivery on a locality basis wherever appropriate and where giving 
value for money and good outcomes.   

Utilising this model for developing an approach to each service element to 
determine the location and level of delivery would facilitate these decisions.  
Combinations of localities can then also be considered for particular service 
elements where it is thought not value for money or appropriate to delver on a 
single locality basis.  Wherever appropriate this should be supported by defined 
provision that delivers specialist services on a city-wide basis. 

 

City wide

Practice

Locality

Localities

BST

c.50,000

c.100,000

c.200,000

c.2-25,000

 
Figure 4 levels of service delivery 

This supports the concept of a person and population sensitive approach both 
to the commissioning and delivery of services.  This will be particularly 
important in the context of promoting culture and community sensitivity and 
relevant services and in promoting equity of access though improving the local 
emphasis to hard to reach groups. 

Significant challenges will exist in implementation.  Balancing and maintaining 
the necessary locality partnerships, with wider organisational and professional 
partnership predicated on role and service redesign processes (see Fig 4) will 
need to be carefully considered and underpin the total programme. 
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City Council
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Social work
Nursing

Occupational Therapy
Psychiatry

 
Figure 5 Modernisation and redesign 

3.2 Strategic issues for redesign in Salford (Fig 5 overleaf) 

The key strategic issues for redesign are identified as: 
• Developing capability and capacity in mainstream provision to 

facilitate early diagnosis, treatment and management of older 
people with metal health difficulties through active and sustained 
training and development programmes; 

• Supporting the mainstream management of older people with 
mental health difficulties wherever possible through the provision of 
effective and accessible intermediate and specialist services 
designed to respond to critical events, prevent, where appropriate, 
acute admission and facilitate planned discharge at the optimum 
time; 

• Developing and sustaining robust inter-disciplinary integrated teams 
at a locality level that facilitate specialist assessment and intensive 
case management of complex physical and mental health needs of 
older people.  These should reflect a range of skills, have clear and 
accountable links to primary care teams and the acute system, 
clarity of purpose, and dedicated management; 

• High quality (care and estate) acute assessment facilities that afford 
privacy and respect for individuals through their design and which 
have a therapeutic approach to treatment with a clear relationship 
and access to intermediate facilities; 

• Developing a robust partnership with the independent sector that 
can sustain high quality care for those requiring long-term 
continuing NHS provision.  This should be properly supported in a 
planned and visible way; 

• Ensuring the active engagement and inclusion of the service users 
and their carers in the planning, commissioning and delivery of care 
in ways that enable their influence to be exercised and ideas 
adopted; 

• The establishment of an effective whole system capacity and 
impact monitoring approach that will inform market management 
and development; 
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• Developing an effective, outcome based joint commissioning 
approach between the local authority and the PCT aligning 
commissioning priorities to a unified strategic framework 
maximising opportunities for accessing wider resource and/or 
funding opportunities.  In time it should be possible to establish a 
‘locality’ joint commissioning plan contributing to a city-wide 
population profile and plan. 

Guiding principles for recommendations: 
• Balancing aspiration and vision against affordability, achievability 

and pragmatism; 
• Driving the model from the primary, community and intermediate 

tiers; 
• Building skills and capacity in mainstream services through 

focussed training, development and knowledge transfer 
approaches. 

• Using ‘pathfinder’ approaches to test out ideas and adopt new 
patterns of working through a shared learning approach 
(individual/organisational/whole system); 

• Using a whole system approach to deliver an agreed strategy 
through joint and smart commissioning; 

• Development of whole system view of information requirements to 
monitor change and impact across the system. 
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• Disease prevention
• Disease management
• Simple solutions
• Primary prevention
• Early detection and 
diagnosis through 
screening and case 
finding

Intermediate tier:
• intensive specialist home support
• Specialist community including crisis
• Long term care
• Continuing nhs healthcare
• Extra care housing
• Secondary prevention
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• Acute
• Tertiary
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Figure 6 A whole system view 

3.3 Service principles 

The following service principles have been identified from a review of national 
policy and guidance: 

1. The service will have a community orientation, supporting the individual 
in his/her own home, wherever possible, and be accessible 24 hours 
per day, 365 days per year. 

14 
The Whole Systems Partnership 



FINAL DRAFT – 25th February 2005 

2. A comprehensive range of services will be provided, which includes the 
promoting of positive mental health, supporting and educating other 
agencies in recognising and managing mental health difficulties, 
assessment and treatment, respite care, and continuous assessment 
and treatment for those individuals with more challenging and complex 
care needs. 

3. The individual and their family can expect the same standard and level 
of care whatever their geographical location and be free of anti-
discriminatory practice. 

4. The services delivered will be accessible, person centred, culturally 
sensitive, underpinned by shared values, and place the individual and 
their family at the centre of all activity. 

5. Care delivered will be based on best practice, needs led and be aimed 
at maintaining or improving the person’s independence. 

6. The service will be provided in a systematic and co-ordinated manner, 
and be planned and delivered in partnership with a range of statutory 
bodies and voluntary agencies. 

7. The service will be committed to maintaining the highest possible 
standards of care, be subject to on-going evaluation and quality 
improvements, and responsive to individual’s and carers’ experiences. 

8. The service will be delivered in a safe and supported environment, 
where there is an emphasis on, valuing staff and a commitment to the 
ongoing training and development of individuals and clinical teams. 

9. The service will respect the confidentiality of individuals and provide 
open access to information about services, treatment and performance 
and at the same time affording older people protection from neglect, 
abuse, and exploitation at all times. 

10. The clinicians operating within the service will be accountable and 
audited for the delivery of high quality care.  The service will have 
systems in place to support staff taking reasonable risks. 

11. The service will engage with users and carers to ensure their 
involvement in both individual decisions and planning processes 
ensuring their influence is both heard and listened to.  
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4 The model 

The model and recommendations are structured around a broad framework 
reflected in Figure 7. 

 

Primary health 
and social care

Acute care

The 
intermediate 

tier

Integrated older 
people’s teams

Local, shared 
or city wide

 
Figure 7 Organisation of recommendations 

4.1 Primary and community health 

This is the critical building block if sustainable approaches to ‘close to home’ 
delivery is to be achieved.  It is the most complex of systems to co-ordinate and 
requires high levels of awareness of the needs of the population at an 
individual and collective level.  It is predicated on delivering a person-centred 
and needs driven approach to the local organisation and delivery of intervention 
and service responses. 

The model that emerges to meet this challenge is based on: 
• Four geographical localities being defined across the city, as 

currently the local authority and the Primary Care Trust are actively 
pursuing; 

• Each locality having as its basis approximately two clusters of GP 
practices and two neighbourhoods/communities; 

• An approximate population size of 45-50,000 people (or 
approximately 7-8,000 people over the age of 65) - it is interesting 
to note that the Royal College of Psychiatrists states that ‘a typical 
GP practice size of 10,000 will include 1,500 people aged over 65.  
These are likely to include around 75 people with dementia, 225 
people with depression including 30 with severe depression, 30 
with psychosis and others with less common conditions.’ 

• The fact that it is simpler to network and organise whole system 
approaches, including housing, support services, community 
involvement and pharmacy responses amongst others in a defined 
area with delivery to the same population; 
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• The locality entity would serve as the basis for an integrated 
commissioning approach to health, housing, social care, community 
safety, life-long learning and transport amongst other elements. 

The approach adopted then seeks to distinguish between those distinct 
activities and interventions that require organisation at a primary health and 
community health level and those that require organisation at a locality level.  It 
is therefore based on two primary care and social care clusters of 
approximately 20-25,000 population. 
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Figure 8 Primary health and social care 

Figure 8 illustrates the key features of the approach at this level.  These are: 
• Screening and case finding to enable a practice profile of older 

people’s mental health needs to be identified; 
• A stepped care approach to intervention including community 

support and co-consultation between appropriate professionals; 
• An emphasis on the identification of dementia and depression in the 

practice population and responding in line with protocol 
management; 

• The availability of the ‘menu’ of responses balanced between those 
community based and essentially provided through the voluntary 
and community organised sectors and those interventions of a 
more specialist nature delivered through a range of professional 
and skilled voluntary sector workers.  These responses are 
designed to maintain individuals at this level without further referral 
to specialist services; 

• Developing preventative strategies both person specific and 
practice population based informed by the risks and knowledge that 
emerges from the screening and case finding approaches; 

• Identifying at practice level case notes where there is a significant 
carer of an older person with mental health needs.  This will better 
inform response to the carer and ensure a focus on their wider 
needs; 
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• That advice and support is readily available and organised to be 
available from a specialist team that included specialist older 
persons mental health professionals.  Each practice should have an 
identified worker as their named specialist link; 

• Regular training and development modules on the needs of older 
people with mental health difficulties. 

Using primary care as the building block for services therefore provides us with 
a range of needs that can either be organised at an individual or group-practice 
level or aggregated to an appropriate level, but remaining ‘primary-care facing’ 
in the way services are commissioned and linked with people’s everyday 
needs. 

Much can be achieved through early recognition of mental health needs and 
being able to respond to these needs in simple ways, organised through 
support systems or time limited interventions.  For relatives both information 
and psycho-social support have been found to be effective.  Providing 
information for relatives of people with dementia or functional illness in older 
age has been shown to reduce the burden of care and improve the ability to 
continue caring at home for longer3. 

Mittelman et al4 found that providing relatives with a programme of six sessions 
of counselling, involvement in a support group and follow-up support reduced 
the likelihood of the person with dementia being admitted to a care home.  This 
was compared to a control group and the effect was most marked where help 
was given at an early stage of the illness.  Other work has suggested that if 
carers are aware of the existence of psycho-social support this will improve 
their morale irrespective of whether they access services. 

Screening processes that identify older people either with a predisposition or 
circumstances likely to precipitate a depressive illness would also be beneficial 
resulting in early diagnosis and treatment with a range of both intervention and 
psycho-social support to promote well-being.  Recent work by the Mental 
Health Foundation in six pilot sites in respect of early intervention in the 
diagnosis and treatment of dementia underlines the value of advice and 
support services through the provision of information, befriending, group 
counselling, maintaining individuals involvement in the community and local 
partnerships between the voluntary sector, social services and primary health 
care5. 

Arising from this design are the following recommendations. 

 

Primary Care 
Recommendations 

1. Adopt the ‘clusters’ of practices as the footprint for the 
model at Figure 8 in the context of a single locality. 

2. Adopt a ‘stepped’ care model of interventions for older 
people with mental health needs including community and 
self help interventions. 

3. Adopt a screening and case finding approach to identifying 

                                            
3 BMJ 1989.  Brodaty H and German Y. 
4 JAMA Dec 4th 2004. 
5 First Signs: Mental Health Foundation.  Feb 2004. 
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actual and potential needs of older people, including those 
specifically with mental health needs. 

4. Adopt a single point of entry into a system of care that is 
multi-disciplinary, based on effective initial assessment by 
the appropriate professional and which links the individual 
to an appropriate intervention. 

5. Urgently implement the protocols for depression and 
dementia and link information that emerges to the GP 
contract particularly the locally enhanced service potential 
for those older people with mental health needs. 

6. Use information collated from the adoption of the protocols 
to inform the implementation of locally enhanced services 
available under nGMS. 

7. Develop primary and social care focussed weekly case 
referral meetings to ensure a means of identifying and 
monitoring those with greatest need. 

8. Implement the ‘flagging’ of older/younger carers of those 
with mental health needs as a trigger for carer assessment, 
continuous monitoring and appropriate response to 
physical health needs. 

9. Appoint in each locality a specialist general practitioner 
(Older People including mental health needs) for the locality 
to promote inter-disciplinary working the development of 
pathways, quality assurance and governance. 

10. Adopt quality framework approach (nGMS contract) for the 
management of depression, particularly older people with 
mental health needs, including those in long term care. 

11. Develop an agreement between primary and social care 
professionals for referral to the integrated specialist team 
for specialist assessment and intensive care management at 
locality level. 

12. Contract with the Carers Centre to promote the development 
of a locality network of self-help and support groups in line 
with the model and to develop supportive information for 
carers working with the statutory sector to identify 
priorities.  
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4.2 Integrated Teams 

The roles and functions of CMHTs are well laid out in the Department of Health 
Mental Health Policy Implementation Guide (Community Mental Health Teams) 
2002, albeit for those which cover working aged adults.  Community Mental 
Health Teams will continue to be the mainstream of the system.  “CMHTs have 
an important, indeed integral role to play in supporting service users and 
families in community settings.  They should be the core around which other 
service elements are developed” (Mental Health Implementation Guide, 2002).   

The templates developed indicate that the guidance is transferable to 
community teams for older people and offers a good developmental resource. 

There are three distinct functions: 
• Giving advice on the management of mental health problems by 

other professionals, in particular to primary care, a range of 
mainstream services, care homes, housing and the voluntary 
sector. 

• Providing treatment and care for those with time limited disorders 
who can benefit from specialist interventions. 

• Providing treatment and care for those with more complex and 
enduring needs. 

As such these functions can: 
• Increase capacity within primary care through collaboration; 
• Ensure care is delivered in the least restrictive and disruptive 

setting possible (by supporting service delivery in home settings 
utilising the specialist intermediate tier, and if acute admission is 
necessary, facilitating the optimum time for discharge); 

• Ensuring shared clinical governance agreements between the 
primary and community systems and the clinical governance 
framework of the CMHT itself. 

These specialist workers should have the capacity to be able to provide 
support and advice to a range of primary and community professionals 
in: 

• Providing joint educational facilities for these mainstream providers; 
• Ensuring that regular clinical meetings occur particularly between 

Primary Health Care Teams and CMHTs to discuss and share the 
management of individuals; 

• Ensuring shared clinical governance topics; 
• Establish effective liaison with local professionals and after referring 

again to shape referrals an support local care; 
• Provide prompt and expert assessment of mental health difficulties 

referred to it under local agreement of eligibility; 
• Provide effective evidence based treatments; 
• Ensure that inappropriate or unnecessary treatments are avoided. 

However, the overriding principle is the recognition of the need to 
respond to both complex physical and mental health needs of older 
people in an integrated manner, and recognising that this requires a 
specialist response to both physical and mental health characteristics.  
Delivering the functions of a CMHT in the Policy Implementation 
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Guidance should be part of a  coherent and integrated, holistic model for 
working with older people.  This would improve access to a range of 
specialists through: 

• A single point of entry; 
• Providing a multi-disciplinary assessment, including mental health 

needs; 
• Establishing a strong partnership between specialist workers 

(physical and mental health) and older people providing links back 
to mainstream generic workers; 

• Through specialist workers provide an intensive care management 
function. 

In effect this team would hold together a complex system of care 
provision and is therefore: 

• The bridge between the mainstream primary health and social care 
services and the specialist services; 

• The joining place for an individual who needs to move between 
these two elements; 

• The commissioner for intermediate tier services; 
• The facilitator of mainstream management. 

The key functions would be: 
• Providing advice on the management of complex physical and 

mental health difficulties by other professionals and social care to 
enable appropriate referral; 

• Providing treatment and care for those with complex and enduring 
needs who can benefit from specialist interventions; 

• Commissioning and procuring the appropriate services 
arrangements for those with complex needs allied to intensive case 
management. 

Comprehensive 
and specialist 
assessment 

process

Intensive 
(active) case 

mgt

• Primary prevention
• Community development
• Voluntary sector 
development
• Self-help/information
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housing services
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Figure 9 Functions and process at a locality level 
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Figure 10 integrated older people’s team 

The key characteristics of this team would be: 
• An integrated specialist team for each locality; 
• A dedicated locality team base; 
• A partnership manager of the assessment and intensive care 

management functions of the team; 
• A single shared record; 
• Inter-professional working, multi-disciplinary membership; 
• Using SAP/CPA as the basis for assessment and management 

processes; 
• Team budgets to procure and contract for services; 
• Operating 6 days a week over extended hours (8am-8pm); 
• Having team policies and procedures; 
• An ability to refer and access health and social services resources 

regardless of discipline. 

This approach gives rise to the following recommendations. 

 

Integrated Specialist Older People’s Teams 
Recommendations 

13. Adopt a locality model for establishing a specialist 
integrated Older People’s team with a single point of entry 
to comprehensive specialist assessment and intensive care 
management functions. 

14. Establish a formula for team size based on population of 
practice, case finding, CPA numbers and deprivation 
factors; 

15. Identify a named worker(s) in each team to relate to each GP 
cluster and long-term care homes in that locality to support 
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and promote best practice. 
16. Develop a systematic training process for the specialist 

team to promote capacity and capability in primary health 
and community care mainstream services. 

17. Identify team budgets for the contracting and procuring 
function from the intermediate tier including long term care 
placements. 

18. Develop protocols for the specialist team to access 
mainstream primary and social care services. 

 

 

4.3 The intermediate tier and Resource Centre Model 

4.3.1 Good practice for mental health 

The rationale for a strong and robust specialty community infrastructure is well 
rehearsed nationally.  In reviewing models of services, or approaches, that can 
meet all the requirements of the modernisation agenda, the evidence and its 
application in practice is set out below. 

There is substantive and excellent literature on suitable care environments and 
approaches for dementia care6, but most of these do not address the 
differences in needs for those with short term care needs following physical 
illness or onset of other disability.  There is an increasing focus on models of 
service that effectively support people in their own homes, or provide a living 
environment in which they can be supported through decline which are less 
institutional7.  Again these do not provide much evidence of the best way of 
supporting transitional needs, but the principles that apply to effective 
community support of those with dementia are no different. 

The evidence base in relation to depression in old age is much more limited in 
relation to suitable care environments and approaches.  There is increasing 
evidence of poor diagnosis of depression in older age, and even when 
diagnosed, very limited treatment being offered or talking therapies being made 
available for older people8.  Strong evidence that a high proportion of older 
people in long term care facilities are depressed exists, and these are seen to 
be a high risk population in terms of prolonged unnecessary dependence or in 
not qualifying for transitional support due to lack of motivation.  Serious 
questions need to be asked in every locality about the appropriateness of long 
term care solutions being offered for these individuals and whether the 
development of alternative short-term or transitional support may lead to many 
more positive outcomes for frail older people. 

                                            
6 For example, Caroline Cantley & Robert Wilson (2002) “Put yourself in my place.  Designing 
and managing care homes for people with dementia”.  Policy Press. 
7 Sylvia Cox (1998) “Housing and support for people with dementia”.  HACT, London. 
8 Audit Commission (2000 & 2002).  “Forget me Not.  Mental Health services for Older 
People.” 
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4.3.2 Residential and nursing home services 

In publications that articulate the principles of good practice in dementia care9 
the challenges of ensuring continuity of care, using home based services to 
support people without unnecessary moves to new environments wherever 
possible and caring for people in environments that promote independence are 
paramount.  However, these publications often concentrate their focus on 
specialist mental health services or establishments.   

The vast majority of people with dementia are supported by people or services 
that are not specialists in mental health provision and it is this that creates the 
current challenge for intermediate services.  If they are to be the support 
system at times of crisis, transition and change, to give people time to make 
appropriate decisions about long term care arrangements, and wherever 
possible support them back to independent living then having skilled and 
knowledgeable approaches to mental health needs is paramount.  Timely 
interventions and support that can move to the person, wherever they are, are 
more likely to be successful in achieving these aims than moving the person to 
another residential setting in which specialists are located. 

Making use of what we already have got and developing new uses of existing 
resources is more likely to be successful in responding to needs than more 
‘add-on’ facilities.  Combining people in new teams with broader interests and 
skills is of more interest to those trying to address service commissioning and 
development than ‘new build’ facilities with specialist beds. 

4.3.3 Diversion from hospital admission for those in long-term care 

Interventions at times of difficulty or crisis for those in long term care homes 
has also been highlighted to be of significant interest in relation to intermediate 
services.  Large numbers of admissions to hospital arise from situations in 
which homes are no longer able to ‘cope’ with difficult behaviour or other 
problems arising from the mental health needs.  These admissions often lead 
to delayed discharges when the homes refuse to have them back following 
hospital treatment.   

In their ‘prevention of admission’ role, intermediate services offering a crisis 
support response could divert people from hospital admission and possibly 
improve the skills and abilities of homes in relation to these sorts of problems.  
Again, there is evidence of effective outreach from Integrated Specialist Teams 
or other specialist mental health services in some localities that can offer this 
type of response, but in most it is down to the home’s GP to decide on which 
route to take.  Without realistic options to call in specialists or dedicated support 
there is often no choice.  Development of linked workers that homes and 
primary care can call on for help was seen to be of great potential. 

4.3.4 Supporting people in the community 

Developing integrated specialist teams for older people can affect multi-
disciplinary support in the community leading to very positive outcomes in 
supporting people in their own homes.  This is particularly the case when the 
team has access to flexible and sensitive home care services, which can 

                                            
9 For example Mary Marshall ed (1997) “State of the Art in Dementia Care”  Centre for Policy 
on Ageing. 
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provide tailored packages geared to individual need10.  Where these are 
available linked to intermediate services it is likely to be an effective approach 
to building new teams.   

4.3.5 Assessment challenges 

Cross referral systems, with sensitive ‘triggers’ in the generic assessment 
process, so that mental health specialists can be quickly and appropriately 
involved is important.  This can be addressed within locality work on the single 
assessment process and in particular when there is to be a need for specialist 
mental health assessment.   

4.3.6 Providing short stays in residential settings 

Respite care services, geared to relieve family carers for short term breaks, 
offer the most likely models for success in intermediate care interventions.  
Here the staff and facilities can be geared to ensuring individual packages of 
care maintain any remaining skills and routines and support a return home at 
the end of the care offered.   

There is great variability in quality and effectiveness of such provision, but 
working to develop units where short stays are in environments with staff skills 
and sensitive to such care is much more likely to be successful than 
intermittent use of non-specialist beds in long-stay settings.  The lessons 
learned from short term admissions to respite services have been the main 
source of understanding that short-term relocation of people with dementia can 
often lead to severe loss of skills, disruption and exacerbated disorientation, 
often leading to real difficulties in re-integrating them into their own domicile. 

4.3.7 Day services 

More effective use of existing or new day services to provide respite for families 
or opportunity for rehabilitation at times of crisis are worth exploration – this is 
identified in the literature as an areas in which many localities could make gains 
through review and redevelopment.  However, older people often report that 
they do not like ‘day centres’ if not designed around meaningful social 
engagement rather than offering institutional ‘warehousing’.  The challenge 
here is in the integration/segregation debate.  Whilst groups can be tolerant of 
members with failing cognitive skills, their imposition on existing social groups 
can be disastrous for both.   

Social isolation and loneliness, combined with fear of being alone and lack of 
access to contact with other human beings, is one of the biggest challenges we 
face in responding to needs.  Communities will have increasing proportions of 
older people who are living longer and are more likely to develop mental health 
problems in later years.  Effective planning could provide very useful additions 
to the bank of options for the intermediate tier.  Using day services to support 
assessment, observation, risk analysis and to improve or maintain social skills 
has great potential. 

4.3.8 Combining resources and increasing local options 

Resource centres, which are able to offer a range of support services with beds 
for short stay admissions, day support and community outreach have proved 

                                            
10 Mary Godfrey.  Literature review commissioned by the Audit Commission to inform “Forget 
me not” report.  NIH 
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successful in responding to mental health needs in the community, particularly 
when working with multi-disciplinary teams who can work with people in their 
own homes.  These are difficult to commission and provide under the current 
market dominated arrangements but can provide effective community support 
and well integrated responses to need.  The services they provide, if making 
flexible use of staff skills and facilities are also hard to classify in the 
performance management culture.  These are good candidates for true joint 
commissioning with pooled resources and could provide a much-extended 
range of options to the intermediate tier. 

4.3.9 The intermediate tier in Salford 

In the Salford context the availability of this specialist intermediate tier of 
services would: 

• Facilitate appropriate alternative responses to acute admission with 
the potential for reducing bed utilisation; 

• Provide opportunities for supported discharge at an optimum time 
with the potential for reduction in lengths of stay; 

• Provide crisis responses to individual and care needs as 
appropriate.   

The bridge that the integrated and intensive care management team could 
provide between primary and secondary care has already been described.  
Should its functionality be increased to ensure that the integrated teams can 
commission to an intermediate tier of specialist provision it could further offer 
the opportunity: 

• To be more responsive to primary care needs through the named 
link; 

• To facilitate discharge arrangements speedily and appropriately; 
• To enable the single point of entry to specialist services to be 

promoted; 
• To add to the capability and capacity of the service through a wider 

health and social care approach; 
• To enter into a robust partnership in the Intermediate Tier with the 

independent sector to ensure an improved quality of long-term care 
and facilitate the appropriate development of continuing NHS 
healthcare through this sector; 

• To enable further work to be undertaken to inform the alignment of 
the model with the need of those from black and ethnic minorities to 
ensure culturally sensitive services.  This should form part of the 
implementation process. 

The implementation of the intermediate tier of provision could be 
achieved through a major redesign programme based on a re-alignment 
of estate utilisation and revenue.  Central to this approach would be: 

• The development of a Specialist Resource Centre model in each 
locality with a multi-functional dimension.  Each of the Resource 
Centres would provide a ‘core’ range of functions with further 
differentiation dependent on the needs of each locality population.  
This should include specialist day and evening provision, crisis 
facilities, 24/7 advice and ‘breaks’ as well as acting as a base to the 
local integrated team.  It would act as a hub and spoke for each 
locality (or two localities). 
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• The development of a network of support functions together 
provision as in Figure 11 would enable the promotion of a managed 
network of care. 

• The Resource Centre model as a joint Health and Social Care 
model in joint ownership and a single joint appointment to manage 
the facility and its network of functions. 

• Dispersing (or concentrating) the skills and resources from Day 
Hospital provision to each of the Resource Centres accentuating 
their capacity to provide a genuinely supportive specialist service as 
an alternative to acute admissions. 

• Develop and base at the Resource Centre a specialist intensive 
home support team, the lack of which currently inhibits the ability to 
sustain complex care placements at home and may well lead to 
unnecessary admissions to care home placements.  This could be 
achieved through ‘top-slicing’ current home care provision and 
developing it into a specialist intensive home care service for older 
people with mental health needs, supported by modular training. 

• Develop a range of supported accommodation for those with 
functional/organic conditions whose needs cannot be met in ‘own 
home’ settings. 

 

‘Breaks’
Intermediate 

day/evening provision
Support to primary 

care and care homes 
through named links

(Outreach) 
intensive home 

support

Crisis function

(Outreach) 
support workers –
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functions of Day 

Hospital to home & 
care homes

Outpatients

Locality
X 4

Supported day 
activities

Links with Carers 
Centre/information

Support to extra 
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Figure 11 Functions of the Resource Centre 

This critical developmental area could be achieved by redesign of current 
facilities, together with role redesign approaches.  This strategic approach to 
the implementation of a specialist intermediate tier of service would positively 
support recommendations in the next section to move a proportion of current 
hospital facilities to community settings. 

The key messages for Salford in developing the Intermediate Tier are: 
• Ensuring a breadth and depth of supported accommodation 

including extra care housing for those with significant needs; 
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• Extending the skills and access to resources of the intermediate 
care teams (older people) in its rapid response function to 
undertake assessment of older people with mental health needs 
and with access to specialist intermediate tier of mental health 
services; 

• Develop specialist intensive home support to provide transitional 
resources allied to home based assessment assisted by generic 
home care who are trained. 

The intermediate Tier would therefore: 
• Require the development of a managed network of specialist care 

at the ‘locality’ and city-wide level through clarity of functionality in 
all elements ensuring comprehensive ability to respond (to primary 
and acute sectors) avoiding admissions where appropriate, 
reducing re-admissions and ensuring optimal point of discharge; 

• Contain the NHS rehabilitation service (beds and outreach), 
continuing nhs healthcare provided through independent 
sector/voluntary sector and linked with the range of extra 
care/supported accommodation; 

• Have the capability and capacity to respond to ‘crisis’ (both health 
and non-health) to enable ‘own home’ for 72 hours or extended ‘at 
home’ assessment. 

The Intermediate Tier also contains a newly defined intermediate care service 
for those with dementia “to enable people with dementia to retain or regain 
abilities where the loss of those abilities would significantly change the quality 
of their life experience and for living arrangements and such change would not 
be consistent with their understood wishes”; 

The service should be directed towards people with dementia who would 
otherwise face significant and unwanted changes to their way of life, especially 
prolonged hospital stays or inappropriate admission to acute inpatient care, 
long term residential care or continuing nhs inpatient care. 

Intervention within the intermediate Tier would take place mainly at the two 
following stages: 

1. Times of transition i.e. where existing living/support arrangements 
indicate that intervention can prevent such breakdown (whether 
achievable intervention should be in, or as close to home as possible; 

2. At either of these stages intervention will involve a rapid response to 
identify need and be short term with the aim in each individual case of 
achieving agree objectives.  It will not always be realistic to set a time 
limit as part of agreed objectives, but regular review will make it 
possible to set a timescale for withdrawal and where necessary for 
transfer to mainstream services. 

 

Intermediate tier 
Recommendations: 

19. Developing a ‘focus’ in each of the four localities for a 
resource centre model (the comprehensive function) – 
holding the ring on a managed network of care to reflect a 
changed landscape of provision and resource and to act as 
the base for the ‘integrated’ specialist teams agreeing 
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between localities which functions may need to be provided 
on a joint basis; 

20. Develop an ‘escalator’ of extra-care accommodation at 
locality level for those with complex organic or functional 
mental health difficulties with agreements/protocols in place 
with the specialist provision for planned support and access 
when required. 

21. Develop a function for NHS based rehabilitation in complex 
continuing care across Bolton, Salford and Trafford jointly 
commissioned by the three Primary Care Trusts to replace 
the functions of Cavendish House.  This would link with the 
Resource Centres and the network of extra care housing in 
recommendation 20. 

22. Extend skills range of the intermediate Care Team (older 
people) in its rapid response function to recognise and 
respond to older people with mental health needs ensuring 
their rights of access to locality resources (i.e. the Resource 
Centre model); 

23. Place the function of ‘day hospital’ within the resource 
centre model, either at resource base or as clinical sessions 
within existing day provision (including LIFT facilities) – part 
of a local network of day activities, replacing its current 
locations at Woodlands and Gloucester. 

24. Ensure locality integrated specialist team are linked to care 
homes on a named basis, extending the range of education, 
advice etc – avoid and preventing admissions/re-
admissions; 

25. Establish long term quality assured partnership with the 
independent sector for continuing NHS healthcare reducing 
reliance on current NHS provision.  Long tem contract for 
delivery required. 

26. Re-design and re-distribute the functions/revenue currently 
provided as White Meadows into the locality based 
Resource Centre model and develop crisis functions (city-
wide); 

27. Establish intensive specialist home support team (need to 
consider scale as either locality or city-wide) specifically for 
the intermediate tier.  Ensure in contracting of mainstream 
domiciliary services that specification includes training and 
staff development processes for working with those in later 
life with mental health needs (could be provided by 
specialist health and social care staff. 
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4.4 Acute, assessment and continuing care 

Providing high quality assessment and treatment of acute needs for older 
people with mental health difficulties will always be the benchmark of an 
‘excellent’ service.  To undertake this it is necessary to ensure that only those 
whose needs are for such acute treatment are admitted and managed in a 
hospital setting.  Such settings need to provide high quality assessment and 
care planning and be cognisant of the wider network of support (clinical and 
psycho-social).   

In this context the model of service described in this strategy review has sought 
to put in place: 

• Capability and capacity in mainstream services, supported by 
screening and case finding and a range of options and 
opportunities through community or time-limited interventions; 

• An intermediate tier of functions of a specialist nature, including 
crisis responses, breaks, home based assessment and a focal point 
for specialist functions in their organisation through the Resource 
Centre model; 

• Underpinned by the mechanisms of integrated intensive case 
management for complex specialist needs, based locally, 
knowledgeable about local systems and networks and the range of 
facilities and resources that can be organised to meet needs.  

These features will potentially enable the inpatient assessment function to feel 
increasingly confident in the discharge of patients to appropriate levels of 
community support able to sustain individuals in their own communities.  With 
screening and case finding in place, allied to intensive case management, 
planned inpatient care would be more predictable and the case planning 
function would be undertaken in co-operation between ward staff and a 
member of a locally integrated active case management team who have 
followed the individual pathway into hospital. 

A number of the inpatient environments lend themselves to the development of 
a treatment milieu with opportunities for a range of therapeutic interventions 
that would ordinarily be accessible in community settings.  Affording privacy, 
respect and dignity is interchangeable with excellence in ward design, the 
range of skills and interventions within staff groups and very individualised care 
planning.  Many of the inpatient environments lend themselves to this 
approach. 

However, the review offers an opportunity to re-align a number of the current 
NHS facilities, particularly those of Kenyon and Cavendish which provide 
respectively: 

• Facilities for men with disinhibited sexual behaviours and; 
• Complex rehabilitation over an extended period of time for those 

with the most extreme needs. 

Both of these functions need to be provided in appropriate facilities, 
therapeutically oriented and linked to the wider community infrastructure.  The 
complexity of individual patient management and care planning requires high 
levels of skill and commitment and strong multi-disciplinary approaches.  The 
numbers requiring these facilities will be small, potentially with high costs.  In 
terms of skills required, costs, numbers and the need to provide the functions it 
is suggested that the Salford, Bolton and Trafford PCTs and Local Authorities 

30 
The Whole Systems Partnership 



FINAL DRAFT – 25th February 2005 

jointly commission and specify these, reproviding a single facility service for the 
three populations. 

Concurrently the emphasis on the provision of continuing NHS healthcare, 
which is likely to increase in demand, should be provided through a partnership 
with the independent sector, other than for those with the most extreme needs.  
This approach would require the identification of a preferred partner(s), 
agreements about the levels of NHS support and access to specialist training, 
advice, co-management that is not currently made available on a planned 
basis. 

Already identified in the intermediate tier is the proposal to relocate the 
functions and skills of the day hospital to the Resource Centre model and 
sessional delivery in an range of alternative settings, thus releasing Woodlands 
and Gloucester House for reconsideration of their use and role.  It is suggested 
that undertaking a review of the available estate in a holistic and whole system 
way may lend itself to opportunities to identify integrated team bases and 
Resource Centre roles, amongst others. 

The key characteristics of the acute sector should therefore be: 
• Acute admissions wards for organic or functional illness for Salford 

residents; 
• Access to ‘therapeutic interventions’ within hospital settings either 

through ward-based staff or in-reach; 
• Specialist NHS provision for challenging behaviours through 

collaborative commissioning; 
• Liaison wards/beds for older people with mental health needs/older 

people within the general hospital setting; 
• Consider the findings of the ‘Survey of need and the effects of case 

finding feedback to medical teams’ (Watts, Crake, Roles, Stout) in 
relation to above. 

 

Secondary (Acute Care) recommendations 
28. Combine the current day activities report implementation 

with the relocation of day hospital functions into a range of 
settings including the Resource Centre and community 
facilities. 

29. Developing a jointly commissioned service specification 
through a Bolton, Salford and Trafford PCT/LA approach 
reproviding the functions currently provided in Kenyon 
Ward. 

30. Promote and develop long term care facilities with the 
independent sector, particularly for continuing NHS care, 
and provide planned and systematic support.  This will 
minimise the need for this to be directly provided by the 
NHS. 

31. Undertake a ‘contestability’ process for the provision of 
support to the network of housing provision. 

32. Ensure a holistic approach to an appraisal of the estate to 
ensure best use of a whole systems approach. 
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4.5 Partnership and commissioning approaches 

To further the development of a localised model of service delivery sensitive to 
the diversity of need in each of the localities addressing the basis of joint 
commissioning between the Local Authority and the Primary Care Trust is 
essential.  Given the common purpose of each organisation in producing the 
appropriate service profile, achieving improvements in health and 
independence and ensuring best use of the collective resources and 
mechanisms for jointly commissioning and implementing its strategic 
framework are essential to sustainability.  Though that process is already 
underway opportunities to prioritise older people with mental health difficulties 
in a range of policy areas will be necessary to create momentum in 
implementation.  Figure 12 details some of these opportunities. 

Such arrangements will need to reflect the differences in a population based 
approach (Local Authority) and a practice list approach (PCT).  Initiating such 
mechanisms would create a critical mass of resources for the partnership and 
maximise opportunities for redesign including specific roles on a joint basis. 

More challenging but desirable in the longer term would be to base the 
responsibility and budget for the commissioning of these services at the locality 
level.  This would in effect be a three part commissioning approach where each 
part could be viewed as a whole health and social care system at a local level 
and with co-operative commissioning for services based on one or more 
locality. 
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Figure 12 Potential sources of revenue and support 

Research recently undertaken by the Nuffield Institute for the Department of 
Health11 states that: 

“The flexibilities have produced some new approaches that are both 
considerably more ambitious and outcome/user orientated than previously.  

                                            
11 National Evaluation of Notification of use of Section 31 – Health Act ’99.  Nuffield Institute 
for Health, University of Leeds.  January 2003. 
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The symbolic changes and shifts in ways of thinking prompted in some areas 
by using the flexibilities are particularly significant, as they constitute the 
foundation on which future developments could be built and in the real 
changes achieved.” 

The same report suggests that factors that facilitated use of Health Act 
flexibilities included: 

• Shared values and a commitment to service users; 
• A willingness to think outside conventional organisational 

boundaries; 
• Stronger and complex local networks and good relationships 

between key players; 
• A cohesive partnership board that brought together all the 

stakeholder groups. 

Although it was too early to point to major improvements for service users as a 
result of the flexibilities some early changes could be seen including: 

• Reduced duplication and better use of resources; 
• Being able to take advantage of either Local Authority or NHS 

systems or processes, depending on which offered the best deal; 
• Levering in additional funding. 

Enhancing this approach will be the opportunities presented by ‘Reforming the 
NHS Financial Flows’ (October 2002), which will enable PCT’s to choose the 
best ways and places to deliver services for individuals knowing that funding 
can follow.  PCT’s will be able to look at new models for service delivery rather 
than committing resources on an historic basis through block agreements.   

Ensuring a robust capacity and impact monitoring approach (see sections 3.5 
and 3.6) will be essential if this is not to become ad-hoc or unmanaged.  It will 
be vital to develop a joint understanding of the dynamics of the emerging model 
of care in terms of capacity and impact across the whole system.  Critical 
targets and outcome measures should be jointly identified and systems put in 
place to capture and monitor these, again on a joint basis. 

In summary the unified framework for these services offered by the review will 
need to be predicated on jointly recognising the interdependence of the service 
elements of the resources and of the staff skills in order to modernise provision 
in line with commissioning intentions.  Such a process should maximise 
redesign rather than require year on year investment. 

 

Capacity 
Recommendations: 

33. Developing and implementing a capacity/capability skills 
development plan for primary care teams day resources, 
care homes and voluntary sector staff and other mainstream 
services. 

34. Develop an integrated governance approach that recognises 
the multi-organisational provision, multi-professional input 
and the network of intermediate tier arrangements. 
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4.6 General comment 

During the course of the review and the development of the strategic 
framework a number of more general issues have arisen that are reflected in 
recommendations below, including: 

4.6.1 Early onset dementia 

In recent years there has been a growing recognition that younger people with 
dementia, and their carers, can have very different needs to older people, and 
that existing health and social care provision is very poorly adjusted to 
accommodate their differences.  Research suggests that people with early 
onset dementia have very different psychological, nursing and social support 
requirements as they retain considerable insight into, and affective responses 
to, their predicament and immediate environment. 

Drawing on these experiences from needs-based studies there is agreement 
on the key elements necessary for an appropriate early onset dementia 
services.  These are: 

• A service development strategy based on a comprehensive 
assessment of need; 

• Early investigation, diagnosis and support; 
• Clear referral and care pathways should be developed to ensure 

early investigation and support; 
• There should be continuity of care. 

There are no designated or dedicated services for this group of individuals in 
Salford, nor indeed across Bolton or Trafford, nor a developed understanding of 
the levels of need across these populations given the prevailing advice about 
the population base for these services.  It is suggested that the commissioners 
of older people’s mental health services in the respective PCTs and Local 
Authorities undertake a needs assessment and subsequently identify a 
commissioning strategy for this group of individuals. 

However, the screening processes spoken about earlier in this report, and 
which would be undertaken at the primary health level, should include 
mechanisms for those potentially at risk, and advise on symptomology and 
identification. 

4.6.2 Learning Disability 

“Dementia is common with people with learning disabilities and will become 
more common as life span continues to increase12”   

“…….the result of this can be that the persons needs are neither appropriately 
assessed nor met if their needs relate to problems of ageing (in particular 
physical disability or dementia) rather than the learning difficulty and individuals 
can be left in an environment that struggles to meet the individual needs13.”   

The emphasis contained in this review to localise the delivery and organisation 
of services, and the early screening and case finding approach lend 
themselves to responding appropriately to changing needs and smoothing 
transitions between different types of provision.  Delivering a person centred 
approach is achievable if detailed knowledge of the population needs has been 

                                            
12 Cooper 1999.  Allam, Brent, Kensington and Westminster NHS Trust. 
13 Issues around Older People with Learning Difficulties.  Alison Atrobus. 
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properly mapped.  In order to respond to these needs of those with a learning 
difficulty as they reach the age of 65 a number of simple steps could be taken 
to consider the individual needs against the pattern of provision that may need 
to be made available as a result of ageing.  A number of these are contained in 
the report prepared by Alison Atrobus noted above including proposals to: 

• Identify the number of people with learning difficulties over 65 in a 
particularly locality, obtaining a clearer idea of what their needs are 
the care currently received.  This should embrace needs for health, 
hosing, social care, life activities and wellbeing; 

• Link the integrated older persons specialist team, through a named 
worker with the Learning Disability Care Management team to 
ensure transition planning occurs and opportunities for appropriate 
screening, including mental health, occurs; 

• Focus on the needs of carers of those with a learning difficulties in 
each locality, be aware of their needs and link into the network 
already described in this review; 

• Focus on the training needs of staff (in the learning difficulty 
services) to raise levels of awareness and understanding of the 
characteristics and features of older people with mental health 
needs, enabling part of the screening process to be undertaken by 
this group of staff. 

 

General recommendations 
35. That a needs assessment be commissioned to identify those 

in need of services for early onset dementia including those 
with neurological conditions during 2005/06.  

36. That a joint commissioning approach between Salford, 
Bolton and Trafford PCTs/Las be adopted to construct a 
strategy for the development of an early-onset dementia 
service. 

37. Establish a named link between the integrated specialist 
older persons team and the learning difficulty care 
management team at a locality level; 

38. Undertake an immediate assessment of need for those 
individuals with a learning difficulty over the age of 65 to 
determine need and an appropriate services ensuring that 
the assessment includes a screening or case finding 
methodology for mental health needs in the pathfinder 
locality; 

39. Identify in the pathfinder locality the numbers of aging 
carers who are active in the caring of a relative with a 
learning difficulty ensuring a carer assessment is 
undertaken. 

40. Ensure that the training and development role of specialist 
mental health staff with mainstream services includes those 
working in the learning difficulties sector. 

41. Develop systematic processes for the engagement of 
service users and carers at local level and city-wide to 
inform/influence the implementation process; 
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42. Establish dialogue with Carers Centre to develop 
information support (City-wide) and specific support 
systems at local level to supplement case finding at GP 
level. 

43. Initiate implementation through a pathfinder approach in 
one ‘locality’ developing a learning and adaptive model at 
each stage. 

 

If these changes are put in place it would make a difference because: 
• It recognises and responds to the needs of carer earlier and more 

appropriately; 
• It ensures a point of access to a whole range of services whoever 

provides them;  
• It provides greater choice and broader range of responses to need 

in the most appropriate and least intrusive way; 
• It brings together different skills at a local level to ensure that a 

holistic assessment of need is undertaken at the optimum time; 
• It promotes social cohesion and community development as key 

strands in improving access, promoting social inclusion and 
developing preventative approaches; 

• It recognises the importance of specialist services for those whose 
needs are complex and delivers these as close to home as possible 
and integrated between health and social care; 

• It recognises that a very small number of people will have extremely 
complex or challenging needs requiring “centre of excellence” 
provision and seeks to provide this in a viable way; 

• It promotes partnership at all levels in an inclusive manner 
encouraging participation by older people to influence the style and 
delivery of services. 

4.7 Implications for performance 

All three statutory partners are subject to performance monitoring by either the 
Commission for Social Care inspection (CSCI) or the Healthcare Commission 
(HC).  Identifying the potential impact of the proposed model of care on 
performance expectations made by these organisations is an important part of 
considering both the benefits and the approach toward the implementation 
process. 

Two sets of performance expectations have been reflected in this section: 
• General performance expectations deriving from the national policy 

and targets such as those set out in the National Service 
Frameworks; 

• Specific performance expectations identified in the latest 
performance ratings of the respective partner agencies. 

With respect to the latter the following overall performance ratings are current: 
• The 2004 star ratings for Salford Social Services identified a service 

in which most adults were being served well and with promising 
capacity for improvement and an overall rating of 2 stars (out of a 
possible 3); 
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• The equivalent star ratings for the Primary Care Trust saw them 
receive a 3 star rating (out of 3) with all 9 key targets being met; 

• The star rating for Bolton, Salford and Trafford Mental Health Trust 
was 1 (out of 3) with key targets falling short in the areas of 
community team integration, the development of assertive outreach 
services and Care Programme Approach implementation. 

These ‘high level’ statements of performance reflect a basket of indicators, only 
some of which will be directly or indirectly affected by the recommendations 
within this review.  In addition it should be noted that having been highlighted 
there would be an expectation that local action plans will already have made 
progress in addressing some performance short-falls.   

Table 1 identifies areas of general performance improvement as well as 
highlighting where local performance may not be as good as would be 
expected.  It then suggests specific ways in which performance might change 
over time as implementation of this strategic review takes place. 

Of note in assessing and interpreting performance expectations is the 
increased blurring of boundaries between client groups – a realisation in 
particular that standards for people with a mental health need should apply 
equally to older people as to working aged adults (although recognising that 
service models may be different) and that generic services for older people 
should ensure that the mental health needs of this client group are fully 
reflected, apart from very specialist roles, within mainstream services. 

There is also an increasing degree of alignment in performance expectations 
between health and social care reflected in the published material.  In addition 
the development of Local Area Agreements on a wider partnership basis reflect 
the high level expectations of improved quality of life and the development of 
support necessary to enable people, wherever possible, to maintain an 
independent life in the context of their local community. 

 
Performance expectations14 

& source 
Potential impact of proposed model 

To improve health outcomes 
for people with long term 
conditions by offering a 
personalised care plan for 
vulnerable people most at risk. 
Health & Social care 
Standards and Planning 
Framework 05/06-07/08. 

The screening and case finding proposals at the 
neighbourhood/practice level within the model will 
enable services to identify and support those most at 
risk. 
An integrated assessment and intensive case 
management approach to complex care should 
enable pro-active and personalised responses to 
develop. 

To reduce emergency bed 
days by 5% by 2008. 
Health & Social care 
Standards and Planning 
Framework 05/06-07/08. 

This target includes emergency psychiatric 
admissions meaning that the development of the 
intermediate tier within the proposed model will play 
a critical part in meeting this target.  Of particular 
importance will be the ‘crisis service’ allied to the 
intensive home care and other provision. 

                                            
14 Where a number is given to represent performance it reflects a scale of 1 to 5 with 1 being 
poor and 5 being good. 
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Performance expectations14 
& source 

Potential impact of proposed model 

Improving the quality of life 
and independence of 
vulnerable older people by 
supporting them to live in their 
own homes. 
Health & Social care 
Standards and Planning 
Framework 05/06-07/08. 

The network of services linking into the Resource 
Centre ‘hub’ coupled with the development of carer 
support services and improved provision of 
information and advice will increase the likelihood 
that people will be able to remain in their own homes 
for longer. 
The furtherance of tenancies in extra care 
accommodation will be critical together with the use 
of new technologies. 

Improved access to crisis 
services – target for ‘adults’ is 
to ensure access by 2005. 
Health & Social care 
Standards and Planning 
Framework 05/06-07/08. 

Crisis response is an integral part of the integrated 
specialist teams proposed within the intermediate tier 
of the model, and is the function of a number of the 
Resource Centre model approach.. 

Improved timeliness in the 
completion of assessments for 
older people. 
Performance review of Salford 
SSD: 2004 

The development of integrated teams for older 
people with a single point of entry, assessment 
processes and documentation will speed up these 
processes and lead to the timely delivery of 
appropriate services. 

Delayed transfers of care. 
Health & Social care 
Standards and Planning 
Framework 05/06-07/08 - PCT 
performance rating of 4. 

Increasing confidence in the capabilities of 
intermediate and community services should enable 
more timely discharge from hospital. 

Transition of care between 
adult services and OPMH. 
Health & Social care 
Standards and Planning 
Framework 05/06-07/08 - BST 
performance rating 2. 

Protocols agreed between services for working aged 
adults and later life mental health services promote a 
needs led approach.  Proposals relating to Leaning 
Difficulties in the review will lead to improved 
practice. 

Out of catchment area 
treatments. 
Health & Social care 
Standards and Planning 
Framework 05/06-07/08 - BST 
performance rating 3. 

Implementing the model will ensure a breadth of 
provision at both a Salford or wider sub-regional level 
which would mitigate against inappropriate out of 
area treatments. 

Physical environment. 
BST performance rating of 3. 

Proposals concerning Kenyon and Cavendish 
address some of the pressing needs for an improved 
physical environment.  In addition the review 
recommends a comprehensive estates review to 
identify the best way forward in the development of 
local resources centres and the appropriate use of 
facilities. 

Staff opinion survey: staff 
attitudes. 
BST performance rating of 3. 

It would be expected that if the participative nature of 
the review is maintained through the implementation 
process that staff attitudes will become a positive 
distinguishing feature of the Trust’s services. 
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Performance expectations14 
& source 

Potential impact of proposed model 

Psychiatric readmissions 
(older people). 
BST Healthcare Commission 
review April 2004. 

Performance in this area was highlighted as being 
significantly below average and that this might mean 
that the level of mental health support available for 
these people in the community is inadequate.  
Recommendations in this review that relate to the 
development of the intermediate tier of services in 
the community should impact positively on this area 
of performance. 

Improved access to services 
including psychology and out 
of hours services. 
BST Healthcare Commission 
review April 2004. 

The increasingly integrated nature of the service will 
greatly improve access to different parts of the 
service through either involvement in locality teams 
or clear referral pathways within the service.  Already 
a strength of the current system. 

Improved access to services 
for people with early onset 
dementia. 
BST Healthcare Commission 
review April 2004. 

The review recommends the development of a 
Bolton, Salford and Trafford wide assessment of 
need and development of a separate commissioning 
strategy for this service. 

Table 1 Performance implications of the service model 

5 Next steps 

5.1 Whole systems working 

The proposed model is dependent on a whole systems style of working.  This 
method requires everyone to agree on the direction and approach.  All then 
need to act flexibly to deliver it.  The approach we suggest does not lend itself 
to rigid planning, as community needs are diverse and require different 
commissioning intentions and different varieties of services.   

Should the model of care be adopted by politicians, Boards, senior managers, 
service providers and practitioners from all organisations they must then adjust 
and adapt the way that they work in order to translate this model into action that 
supports the needs and wishes of older people.  The benefits for all those 
involved in whole systems working is illustrated in Appendix 8. 

5.2 Mechanisms 

The mechanisms for taking forward the work will be determined shortly.  
Through the metamorphosis of the Steering Group into an Implementation 
Group, reporting to and acting on behalf of the Partnership Board. 

To begin consideration of the ways forward and the necessary mechanisms a 
small group representing the Local Authority, PCT and BST will draft proposals 
for submission to the Partnership Board. 

The key tasks for the group will be to: 
• Ensure finalisation of strategic review documentation.  Agree routes 

and process for approval through Stakeholder organisations.  
Communicate outcomes and way forward. 

• Develop a 3-year project plan that highlights key actions, 
timescales, responsibilities and outcomes in implementing the 
recommendations. 
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• Put in place sufficient management mechanisms to ensure 
successful project management and delivery. 

• Establish appropriate planning and delivery groups and ensure that 
existing relevant groups feed into the overall project management 
structure with the required co-ordination and support. 

• Identify the resources required to deliver participants 
recommendations having regard for overall affordability and 
deliverability of the model in its entirety. 

• Oversee the development of the service model through appropriate 
needs assessment, capacity review, utilisation study and option 
approval that enables the detail of service design and delivery to 
enhance the strategic review recommendations. 

• Ensure adequate consultation and involvements of service users, 
staff, citizens and politicians in the development and delivery of the 
service model. 

5.3 Developing an evidence base for performance management and 
development 

The inadequacy of data to support strategic reviews of services for older people 
with mental health needs in terms of consistency and accuracy has long been 
recognised.  Conclusions reached in this review have not, as a result, hinged 
purely on benchmarking or comparative analysis but rather on a ‘triangulation’ 
of evidence from the data, from individual discussions and visits and on 
feedback received from the workshops process, particularly the first workshop. 

However, the importance of gathering an effective means of performance 
management against an evidence base of good practice and ‘intelligence’ 
about what works well should be recognised.  This should also ensure a 
growing understanding of impact across the whole system resulting from 
modernisation and service development. 

With the introduction of new technology, minimum data sets and comparative 
analysis tools there are indications that such comparative assessments will 
become more meaningful over time.  Specifically: 

• The Mental Health Minimum Data Set (MHMDS) is a nationally 
defined framework of data for adult (including older people) mental 
health patients within the NHS.  It is person-centred and will 
eventually replace data returns such as the common information 
core, hospital episode statistics and Korner returns.  Returns 
derived from the MHMDS are made to the Department of Health on 
a quarterly basis commencing with Q1 of 2003/04. 

• The Performance Investigator tool (NHSIA) contains some 
nationally collected data on mental health services and is reflected 
in some of the analysis undertaken in this review.  Future plans to 
incorporate the MHMDS will greatly enhance the ability of local 
health economies to undertake comparative analysis of 
performance. 

However, the model proposed in this review, and the nature of services 
experienced by the patient/client, requires a whole system approach to 
comparison and particularly in understanding the impact of modernisation and 
development on capacity requirements and patient/client experiences.  Such a 
requirement is reflected in Figure 13.  
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As part of the information gathering exercise to inform this review a ‘snap-shot’ 
of capacity was undertaken.  Whilst some difficulty was experienced in 
determining precise definitions of what was required this has provided a 
baseline that could merit being developed into a regular and consistent set of 
collective intelligence about the way in which services are used across Salford 
and across the different agencies.   
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Figure 13 Whole system approach to capacity monitoring 

Extending this process to include a more sophisticated assessment of the 
number of older people whose primary need may not be related to a mental 
illness but who none-the-less require access to services may be particularly 
beneficial.  Such a data-set should reflect the key characteristics and functions 
of the model set out in this report. 

The collection of snapshot/census data could form the basis of an ongoing 
capacity monitoring tool with the potential for modelling impact as a 
consequence of different strategic choices or investment scenarios.  In 
undertaking such an exercise the following key principles should apply: 

1. Establish a hierarchy of information that is collated and analysed at 
different intervals, for example: 

a. Identify a small (8-12) number of readily available data items 
from across the service that reflect key points in the system for 
collection on a monthly basis – this will enable ‘real time’ 
responses to changes in capacity utilisation in response to 
modernisation or redesign; 

b. Consider undertaking a fuller census/stocktake at 6 monthly 
intervals, or at minimum annually, that builds on the stocktake – 
this would enable strategic reviews of impact and redesign to be 
built on strong local evidence; 

c. Link the monitoring of capacity utilisation with regular, whole 
system ‘intelligence’ about capacity in different sectors, 
particularly long term care – this will support market 
management in the long term care sector and ensure ‘demand 
and supply’ across the different sectors are kept in balance. 

2. In undertaking the capacity monitoring distinguish clearly between data 
that represents ‘stocks’ i.e. capacity utilisation and ‘flows’ i.e. the 
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movement of people through the system.  For example, CMHT 
caseload is a stock whilst referrals to the team represents a flow.  This 
would be particularly important in building a local evidence base for 
potential modelling of capacity as suggested below. 

3. Agree a mechanism and template for data collection for 2a above 
including agreement on data definitions and period/dates for data 
collection.  A local multi-agency group should be identified that can take 
this approach forward and would ensure that there is capacity and 
growing competence in providing immediate analysis and comment on 
the data collected from a whole systems perspective. 

4. Establish a mechanism for feeding the monthly analysis back to the 
service, and particularly to senior operational managers, in a consistent 
and user friendly way. 

5.4 Modelling impact 

As well as regular snapshots of capacity and throughput across the whole 
system it would be helpful to establish a mechanism for estimating and then 
monitoring the impact of modernisation and redesign across the whole system.  
The anticipated impact of such changes should then form a part of the whole 
system capacity monitoring described above.   

In planning for change anticipating and building in a system of impact 
monitoring should be an integral part of project planning.  For example: 

• The introduction and use of protocols for dementia and depression 
in primary care will have an impact on the patient pathway and in 
particular on ensuring appropriate referral to community mental 
health teams.  On the basis of GP practices that currently use such 
protocols, and who therefore demonstrate good practice, an 
estimate of impact should be made. 

• The development of capacity within community mental health teams 
(particularly access to other skill sets) will enable more people to be 
supported in the community rather than needing to be admitted to 
hospital.  Each development of this type should be accompanied by 
an estimate of the number of additional clients for whom support in 
the community is now a possibility with a further estimate being 
made of the potential acute bed days saved per avoided admission.  
This should then form part of the evaluation of each scheme. 

These two examples illustrate the approach to impact monitoring that could be 
adopted as the modernisation and service development process is pursued.  
With strategic objectives to shift the balance of care from acute to community 
settings and with the objective to reduce reliance wherever possible on long 
term institutional care each development should translate into a specific impact 
on one or more of these strategic objectives.   

 

Information and analysis to support implementation 
44. Consider ways in which information about people who have 

significant though not primary needs for mental health 
services can be captured and acted on; 

45. Take steps, if not already underway, to provide baseline 
information to the Durham mapping website in order that 
once published comparative outputs can inform the ongoing 
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development of local strategy; 
46. Once agreed identify key performance measures that will 

demonstrate progress toward joint strategic goals and 
establish joint information collection and analysis through 
new and existing services. 
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Appendix 1 – Steering Group members 
 

Lezli Boswell  BSTMHT 
Sharon Brearley  AC 
Josie Browne  Non executive Director Salford Primary Care Trust (SPCT) 
Mike Burrows  SPCT 
Alan Campbell  SPCT 
Catherine Caple  SPCT 
Mike Chapman  Non-executive Director BSTMHT 
Alan Lewis Clague  City Councillor 
Julia Clark  Community and Social Services Directorate (CSSD)  
Alison Dalley  SPCT 
David Dalton  SRHT 
Keith Darragh  CSSD 
Steve Dixon  SPCT 
Dave Entwistle  Bolton, Salford and Trafford NHS Mental Health Trust (BSTMHT) 
Anne Eve  CSSD 
Barbara Iqbal  Strategic Housing (SH) 
Keith Ivison  Citizen Representative (CR) 
Lynn Jones  BSTMHT 
Harold Kershner  CR 
Simon Large  BSTMHT 
Linda Ledwith  Age Concern (AC) 
Ann Louttit  Salford Royal Hospitals Trust (SRHT) 
Gillian Moss  BSTMHT 
Hugh Mullen  SRHT 
Mary Murphy  SPCT 
Bob Osborne  SH 
Jean Rollinson  SH 
Daisy Shortman CR 
Steve Smith  SRHT 
Joan Veitch  SPCT 
Hilary Wensley  SPCT 
Anne Williams  CSSD 
Claire Yarwood  SPCT 
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Appendix 2 – Individual, group discussions and visits 
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Julie Higgins 

Julia Clark 

Alison Dalley 

Brian Hope 
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Liz Sykes 

Alan Campbell 

Tom McDonald 

Steve Dixon 

Anne Brown 

Kate Lucy 

Catherine Caple 

Maureen Craddock 

Eilleen Fairhurst 

Josie Brown 

Alison Atrobus 

Dave Clement 

Mary Murphy 

Hilary Wensley 

Dr Mahendra Gonsalkorale 

 

 

 

ii 
The Whole Systems Partnership 



FINAL DRAFT – 25th February 2005 

Appendix 3 – Workshop participants 
Workshop 1 – Monday 27th September 2004 
Primary Care Trust 
Ruth Broadbent OT Lead, Intermediate Care 
Jayne Challender Service Design Lead, West Locality 
Maureen Craddock Team Leader Acute Intermediate Care 
Steve Dixon Assistant Director, Finance 
Mary Murphy NSF, LIO Older People 
Jacquie Purser Nursing Home Coordinator 
Joan Sweeney Lead Nurse NHS Funded 

Salford City Housing Services 
Ann Birkett Space 
Lisa O’Brien Manchester Methodist HA 
Gwen Edwards Scheme Manager, Housing 21 
Clare Ibbeson Housing Services 
Chris Langan Contour Housing Group 
Katy Scivyer Housing Services 
Libby Spencer NPHL 
Margaret Steward English Churches Housing Group 
John Tierney SSD/MH 

Salford Royal Hospitals Trust 
Kathleen Basher Staff Nurse 
Edd Berry Performance Manager 
Mahendra Gonsalkorale Consultant Geriatrist 
Ann Marie Hornsby Matron 
Ann Louttit Service Manager 

Community and Social Service Directorate 
Alan Buntin Principal Officer, Strategic Planning 
Ann Clough Team Manager – Salford West 
Tim Cosford Performance Development Manager 
Janet Drinkwater Principal Manager 
Anne Eve Principal Manager 
Janice Fildes Social Worker, White Meadows 
Brian Gathercole Principal Manager, Adults and OP Services 
Barbara Lloyd Team Leader 
Sarah Medrano Service Directory Administrator 
Josette Phillips Principal Officer, Management Information 

and Performance 
Janet Senior Care Services Manager 
Linda Thornley Day Care Manager, Humphrey Booth Day 

Centre, Lower Broughton 
Anne Williams Director of Community and Social Services 

Bolton, Salford and Trafford MHT 
Steve Boettcher Counsellor Psychology Department 
Sarah Cleverly Occupational Therapy Manager 
Lesley Connor Ellesmere Ward Manager 
Julian Dingle Occupational Therapist 
Carolyn Dixon Acting Reach Beyond Coordinator 
Dave Entwistle Service Leader, Salford 
Denise Fox CPN Team Leader 
Julie McCormick Acting Clinical Manager 
Dr G Moss Consultant Psychogeriatrician 
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Steve Myers CPN Team Leader 
Kate Pack Manager Queen Alexandra Close & 

Stanhope 
Gary Pomfret Claremont Ward Manager 
Steve Reynolds Acting Manager Gloucester House  
James Sweeney Manager Cavendish House 
Stephen To Clinical Manager 
Jill Worrall Administrator 

Age Concern 
Sharon Brearley Director 
Julie Norman Outreach Carers’ Coordinator 

Citizen Representatives/Councillor 
Josie Brown Harold Kershner 
Keith Ivison Joe Tobin 

Workshop 2 – Friday 12th November 2004, 1.00 pm – 4.00 pm 
Primary Care Trust 
Ruth Broadbent OT Lead, Intermediate Care 
Mike Burrows Chief Executive 
Maureen Craddock Team Leader Acute Intermediate Care 
Steve Dixon Assistant Director, Finance 
Tom McDonald D. Dir Community and Social Services/ 

Director of Joint Commissioning SPCT 
Phil McEvoy Professional Executive Committee PCT 
Mary Murphy NSF, LIO Older People 

Salford City Housing Services 
Pauline Lowe Contour Housing Group 
Lisa O’Brien Manchester Methodist HA 
Katy Scivyer Housing Services 
Libby Spencer NPHL 

Salford Royal Hospitals Trust 
Edd Berry Performance Manager 
Mahendra Gonsalkorale  Consultant Geriatrist 
Sue Hampson Transfer of Care Coordinator 
Teresa Ingrouille District Nurse Liaison 
Ann Louttit Service Manager 
Chris Tyson Occupational Therapy Manager 

Community and Social Service Directorate 
Tim Cosford Performance Development Manager 
Keith Darragh Assistant Director of Support Services 
Janet Drinkwater Principal Manager 
Bernie Enwright Team Manager 
Anne Eve Principal Manager 
Krystyna Gillbanks Manager – Salford West Adult Team 
Lyn Hutton Emergency Duty Team Manager 
Barbara Lloyd Team Leader 
Janet Senior Care Services Manager 
Barbara Singleton Reviewing Officer 
Linda Thornley Day Care Manager, Humphrey Booth Day 

Centre, Lower Broughton 
Angela Whyte Principal Manager, Adult Services 

Bolton, Salford and Trafford MH 
Paul Barlow Befriending Service 
Gita Bhutani Primary Care 
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Lezli Boswell Chief Executive 
Julie Colville Psychology 
Lesley Connor Ellesmere Ward Manager 
Carolyn Dixon Acting Reach Beyond Coordinator 
Dave Entwistle Service Director, Salford 
Denise Fox CPN Team Leader 
Lyn Jones Assistant Director 
Mary Lee Business Manager 
Joan Miller Assistant Director, Pharmacy 
Donna McCormick Clinical Psychologist 
Julia Morgan Clinical Psychologist 
Dr Gillian Moss Consultant Psychogeriatrician 
Steve Myers CPN Team leader 
Kate Pack Manager Queen Alexandra Close and 

Stanhope 
Steve Reyolds Acting Manager Gloucester House  
Lisa Storey Occupational Therapist 
James Sweeney Manager Cavendish House 
Sally Watkins Day Hospital Manager Woodlands 
Jill Worral Administrator 

Age Concern 
Lynda Ledwith Care Service Development Manager 
Rachel Slack Consultation and Campaigns 

Citizen Representatives 
Josie Brown Harold Kershner 
Keith Ivison Frank Taylor 

Elderly Services – Woodlands 
Lynne Fitzpatrick Sister 
Jean Kay Ward Manager 

Workshop 3 – Friday 6th December 2004, 9.30 am – 1.00 pm 
Primary Care Trust 
Ruth Broadbent OT Lead, Intermediate Care 
Mike Burrows Chief Executive 
Catherine Caple Head of Operations, West Locality 
Jayne Challender Service Design Lead, West Locality 
Tom McDonald D. Dir Community and Social Services/ 

Director of Joint Commissioning SPCT 
Mary Murphy NSF, LIO Older People 
Joan Sweeney Lead Nurse – NHS Funded Care 
Stuart Talbot Associate Medical Director 

Salford City Housing Services 
Gill Long Contour Housing Group 
Pauline Low Contour Housing Group 
Libby Spencer NPHL 
John Tierney SSD/MH 

Salford Royal Hospitals Trust 
Teresa Ingrouille District Nurse Liaison 
Ann Louttit Service Manager 
A Pramanik  
Francine Thorpe  

Community and Social Service Directorate 
Alan Bunting Principal Officer, Strategic Planning 
Julia Clark Assistant Director of Adult Commissioning 
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Tim Cosford Performance Development Manager 
Janet Drinkwater Principal Manager 
Sharon Ellis Day Care Manager, Humphrey Booth Day 

Centre, Ordsall 
Anne Eve Principal Manager 
Janice Files Social Worker, White Meadows 
Barbara Lloyd Team Leader 
Sarah Medrano Service Directory Administrator 
Josette Phillips Principal Officer, Management Information 

and Performance 
Barbara Singleton Reviewing Officer 
Linda Thornley Day Care Manager, Humphrey Booth Day 

Centre, Lower Broughton 
Anne Williams Director of Community and Social Services 

Bolton, Salford and Trafford MHT 
Paul Barlow Befriending Services 
Gita Bhutani Primary Care 
Lezli Boswell Chief Executive 
Andrea Campbell  
Julie Colville Psychology 
Lesley Connor Ellesmere Ward Manager 
Carolyn Dixon Acting Reach Beyond Coordinator 
Dave Entwistle Service Director, Salford 
Denise Fox CPN Team Leader 
Lesley Jones Practice Development Nurse 
Teri Kiely  
Mary Lee Business Manager 
Julie McCormick Acting Clinical Manager 
Julia Morgan Clinical Psychologist 
Dr G Moss Consultant Psychogeriatrician 
Susan Pemberton  
Steve Reynolds Acting Manager Gloucester House Day 

Hospital 
James Sweeney Manager Cavendish House 
Stephen To Clinical Manager 
Sally Watkins Day Hospital Manager Woodlands 
Sue Watts Psychology 

Age Concern 
Sharon Brearley Director 

Citizen Representatives 
Josie Brown Francis Taylor 
Keith Ivison Joe Tobin 
Harold Kershner Daisy Shortman 

Elderly Services – Woodlands 
Lynne Fitzpatrick Sister 
Jean Kay Ward Manager 

Elderly Services – Burrows House 
Suzanne Jankowski Contracts, Commissioning 
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Appendix 4 – Presentation material used at 
workshops 

Due to the size of the electronic file these have been provided separately in 
their original ‘PowerPoint’ format. 
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Appendix 5 – Local material made available 
Primary Care Mental Health Project Group – “A proposal for Primary care 
Mental Health Services in Salford”  April 2004. 

Services for Older People with Mental Health Problems – Salford Older 
People’s Development Board. 

Bolton, Salford and Trafford Mental Health Trust – Elderly Services Half Yearly 
Review June 2003. 

Development of Provision for Older People with Organic Mental Health 
Problems – White meadows.  September 2000. 

Development of Day Activities within a support system for older people in 
Salford.  2004. 

Older People’s mental Health Services in Primary Care – Gita Bhutani. 

Consultant manpower – Dr Gillian Moss. 

Case note study of Salford residents with Early Onset Dementia – Clinical Audit 
2001. 

Joint Investment Plan for Older Peoples Services. 

Reach Beyond newsletter, October 2003. 

Mapping the needs of People who experience mental health problems in 
Salford.  February 2004. 

Discussion paper – the Shape of Integrated Services in Salford for Older 
People who have mental health needs.  April 2004. 

Strategy for Older People in Salford.  2001. 

Mental health in older adult in-patients of general and geriatric medicine 
hospitals.  Watts, Clarke, Zajac-Roles, Stout.  1998 

Reach Beyond:  Newsletter 

Discussion Paper:  Issues around Older People with Learning Difficulties 
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Appendix 6 – Reference material 
Building a Modern Dementia Service, 2002, Roger Bullock 

Building Networks, Conference on learning disabilities and dementia, 1999, 
Dunblane, Scotland 

Care for People with Dementia in Acute Ward Settings, Editor:  Kate Allen (a 
series of papers) 

Caring for People who enter old age with enduring or relapsing mental illness, 
October 2002 

Depression and Dementia:  Co-existence and Differentiation, Dr Jill Warrington, 
1996 

First Signs:  Mental Health Foundation, February 2004 

Forget-me-not:  Audit Commission, 2000 - 2002 

Guidance on New Ways of Working for Psychiatrists in a Multi-Disciplinary and 
Multi-Agency Context, August 2004 

A Guide to early onset dementia, Sylvia M Cox/Jane McLennan, 1994 

Integrating Older People’s Mental Health Services – Community Mental Health 
Teams for Older People, July 2003 

Joseph Rowntree Foundation, October 2004, From welfare to wellbeing:  
planning for an aging society 

Joseph Rowntree Foundation:  Older People shaping policy and practice, 
October 2004 

A Life Worth Living, 1997 

The Mental Health Foundation, UK Survey, 2001 

Modernisation Agency:  Clinical Governance Support Team, February 2002, 
Case Study:  Getting assessments right for older people 

A Moveable Feast, Different examples of Respite Care Provision for people 
with Dementia and their carers, Carole Archibald, 1996 

National Service Frameworks, Department of Health, Mental Health and Older 
People, 2001 

New Roles for Psychiatrists, Royal College/Department of Health/BMA/NIMHE 

No Secrets, Department of Health, 2000 

“Pharmaceutical Care Services for Older People with Mental Health Problems 
Living in the Community”, extract from the CAT Annual Report – OPMH 
Services, 2003, Department of Health 

The Princess Royal Trust:  Carer Information 

Better Government for Older People, 2000 (and follow up publications) 

Small-scale domestic style, long-stay accommodation for people with dementia, 
Mary Marshall, 1993 

The Ten Essential Shared Capabilities – A framework for the whole of the 
Mental Health Workforce, 2004 
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Appendix 7 – Analysis and benchmarking 

1 Introduction 

1.1 Approach 

Information about services for older people with mental health needs reflects 
the complex and multi-agency approach so service delivery and therefore 
presents significant challenges when it comes to analysis of capacity to meet 
particular needs.  Challenges include: 

• The need to access information from a range of different agencies; 
• The inevitable ‘double-counting’ of service uptake as clients access 

services from a number of different agencies; 
• The significant number of older people who have an underlying or 

emerging mental health need but who are primary supported for 
their physical needs; 

• The overlap and lack of consistency in access criteria and 
definitions of ‘older’ people with some services not making such a 
distinction, for example in specialist housing units; 

• The historic legacy of relative under-investment in community 
information systems, particularly in health, making comparison with 
other areas very difficult. 

Undertaking the analysis of levels of needs (demand) and current capacity 
(supply) across the Salford health and care economy has therefore involved the 
combination of a number of different approaches.  The picture that has 
emerged has, and should continue to evolve as new sources or insights are 
identified.  An approach to developing this local intelligence is suggested in the 
main body of the report. 

The analysis has therefore been developed using: 

1. An initial collection of ‘snap-shot’ information for April 2003 from each 
key agency co-ordinated by the Project Steering Group and using the 
template reproduced at Appendix 4; 

2. A parallel exercise to identify demographic and needs analysis based 
on published prevalence rates; 

3. A further assessment of other comparative information sources 
including data available to the Whole Systems Partnership through 
similar work with other clients; 

4. The presentation of an initial assessment to a workshop in September 
2004 to gauge the level of ‘fit’ between the emerging findings and what 
people believed to be the case on the ground as well as to identify data 
gaps; 

5. Further information collection and refinement of the analysis under the 
guidance of the Steering Group. 

The purpose of the analysis has been to inform or evidence proposed 
developments in line with the service model described in the main report.  It 
has therefore been part of a ‘triangulation’ of evidence which has been weighed 
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alongside views expressed at the workshop events and individual discussions 
with key players as well as national and local policy drivers. 

1.2 Initial feedback from participants – workshop 1 

An example of how this approach has been used can be illustrated by the 
discussion and summary feedback received from the September workshop.  
The following key themes were drawn from the analysis and subsequent 
discussion.  An indication of the consequence of this feedback on the 
subsequent development of the project is then given: 

1. The prevalence of mental health amongst older people in Salford (and 
hence their need for services) was significant but that the number 
receiving support had not been adequately reflected in the data which 
had focussed on the needs of those whose primary needs were 
mental health.   

a. Response:  subsequent analysis and information was more 
focussed on identifying the potential mental health needs of 
older people whose primary needs were of a physical nature 
(see section _____). 

2. That there was scope for the expansion and improved geographical 
accessibility across Salford for some of the innovative elements of the 
service, particularly those targeted at early intervention and community 
support. 

a. Response:  the service model developed particularly focuses on 
the need for a ‘locality’ approach that will ensure, over time, the 
more even spread of key service elements (see section ____). 

3. That levels of resource invested in specialist mental health services, 
as evidenced by staffing levels and bed capacity, were good and in 
some instances well above comparable locations, for example longer 
term/continuing care in NHS beds and levels of CPN cover. 

a. Response:  for specialist mental health services the emphasis 
of the report has been on redesign (see section ____).  

4. That people requiring long term care needed more specialist provision 
in the community. 

a. Response:  the service model developed in the report has a 
strong element of specialist community provision provided in a 
managed network with an emphasis on the intermediate tier 
(see section ________). 

When aligned with the discussion of strengths and weaknesses, also 
conducted at this initial workshop, there emerged some significant consensus.  
Of particular note would be that there exists in Salford a wide range of services 
for older people with mental health needs, many of a high quality and some 
provided at levels that are favourable when compared with other locations.  
However, services (and therefore clients) suffer from a lack of co-ordination 
with no clear ‘system’ in operation.  There are bottlenecks and issues of access 
across the service which holds it back from making the type of progress 
commensurate with the level of investment.  This applies across mental health 
services for older people and between mental health and generic services for 
older people. 
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2 Older people in Salford 

2.1 Context 

The 2001 census identified 35,120 older people in the City of Salford.  This 
represents a slightly higher proportion of the population compared to England 
as a whole (16.3% compared to 15.9%) although it is more significantly higher 
than the average for Greater Manchester (14.9%).   

The split of the older population between ‘East’ (or central) and ‘West’ of the 
city (one third to two thirds) also provides a starting point for developing 
services that are sensitive to the nature and extent of local need.   

Local information has highlighted the variation in numbers and levels of need 
amongst older people within much smaller geographical patches across 
Salford.  These differences would need to be reflected in the more detailed 
working out of the locality approach to developing the managed networks of 
care. 

 
 Central or 

East15 
South West North 

Approximate 
population >75 5,500 4,000 4,000 3,000 

Percentage of 
>75 population 33% 24% 24% 18% 

 

Historically there has been a significant internal migration of older people 
across Salford, broadly from East to West.  For example between 1991 and 
2001 there was a 25% increase in the older population in the West compared 
with a 7% fall in the Central area.   

This clearly means that historic patterns of provision will need to shift as this 
trend is expected to continue.  This shift in where older people live is the 
predominant aspect of this element of the review as total numbers have not 
been rising as quickly as for England as a whole.   

Future projections suggest a fall in the number of older people up to 2010/11 to 
about 33,000 and a subsequent rise (mainly reflecting an increase in 65 to 74 
year olds) to c.34,000 by 2013 (see Figure over page).   

In addition, because of the relative changes in life expectancy between men 
and women the percentage of older people living alone has fallen and can be 
expected to continue to fall.  This provides significant opportunities to develop 
and strengthen support to carers. 

The challenge emerging from this part of the analysis is therefore to continue to 
develop services in a way that properly reflects the distribution of need across 
the City in the context of a relatively older person’s population/ 

                                            
15 The areas broadly correspond t the following electoral wards:  Central/East = Kersal, 
Broughton, Blackfriars, Ordsall, Langworthy and Pendleton; South = Cadishead, Irlam, 
Winton, Barton, Eccles and  Claremont; West = Walkden, Worsley and Boothstown; North = 
Pendlebury ad Swinton. 
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Demographic profile

0.0
2.0
4.0
6.0
8.0

10.0
12.0
14.0
16.0
18.0
20.0

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

Th
ou

sa
nd

s

65-74 75-84 85+

 

2.2 Levels of need 

The approach to identifying potential levels of need has been to seek to align 
published prevalence rates with levels of service uptake.  Whilst the latter will 
clearly be influenced by service availability it will also reflect levels of need that 
assumptions about prevalence of need taken from the literature may not pick 
up. 

We have also sought to reflect the levels of need that may be indicated by the 
different data sources.  The figure below illustrates three groups within the 
older population: 

1. People whose primary need is for mental health support for whom 
access to specialist services is often required. 

2. People who have a mental health need, reflected in prevalence data but 
perhaps not captured in local data due to other primary physical health 
needs. 

3. Those with no mental health needs but who may benefit from primary 
mental health promotion and for whom early identification of emerging 
mental health difficulties, or identification and support in periods of 
transient mental health need should not be ignored. 

 

Older people:
35,000 over the 
age of 65

Older people without mental health needs

Primary need for mental 
health services = c.1,250Prevalence of 

mental illness:
• 2,500 
dementia 
(1,000 severe);
• 2,500 with 
anxiety;
• 2,400 with 
depression.

Older people with mental 
health needs alongside 
other primary needs for 

care

Other need for mental health 
services = c.3,500
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Using this approach allied with local data sources we have estimated that there 
are a minimum of 1,250 older people in the ‘top of the triangle’ of whom about 
250 would be in care homes.  The total is made up of: 

• People requiring specialist services including in-patent admission or 
specialist services such as early onset dementia; 

• People resident in specialist/registered mental health care homes;  
• People receiving support at home from the CMHT or from social 

care whose primary need is their mental illness. 

Identifying the number of people in the ‘middle’ of the triangle cannot be precise 
and will be dependant on the definitions and thresholds used.  However, an 
indication can be developed by combining two populations: 

• Of the c.7,300 receiving social care support whose needs are not 
primarily mental health a maximum of 40% could be considered as 
having some mental health need based on the proportion of day 
care attendees with a mental health need, i.e. c.2,900; 

• Of the c.1,450 in a care home that is not registered as mental 
health it could be considered that at least the 40% level identified 
above would have mental health needs, i.e. a minimum of 600. 

This would suggest a total of around 3,500 at the second level of need, which 
when combined with the higher level gives a figure of 4,750.  When compared 
with estimates of prevalence using national data (2,500 with dementia, 2,500 
with anxiety and 2,400 with depression) this would allow for both double 
counting – i.e. people who have both dementia and anxiety for example – and 
an element of unmet need.  Knowing the full extent of this unmet need, 
however, cannot be precisely determined from this analysis. 

Other indications of mental health needs amongst older people accessing 
mainstream services is included in the subsequent analysis in this report. 

Determining the levels of prevalence illustrated in the Figure above has been 
based on ONS demographic profiles sensitive to 5 year age bands and sex, 
prevalence rates for treated depression and anxiety by age and sex (Key health 
Statistics from General Practice 1998 – ONS) and prevalence estimates for 
dementia by age and sex (Health Care Needs Assessment, Stevens & Raftery, 
Radcliffe medial Press, 1994). 

The detailed calculations were presented at the September workshop and are 
available in presentation format.  The findings when applied to the Salford 
population can be summarised as: 

• It would be expected that there would be approximately 2,500 older 
people in Salford with dementia – with approximately 1,000 being 
severe (10% of 65-74, 25% of 75-84 and 60% of >85), 2,500 with 
depression and 2,400 with anxiety; 

• The prevalence of dementia, anxiety and depression amongst older 
people in Salford between 2003 and 2011 will fall by c.5% 
compared to a fall in the over 65 population of c.4%; 

• The incidence (new cases per year) of dementia amongst over 60 
year olds will fall from approximately 340 to just under 330 a year – 
approximately 6 a week. 
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2.3 Deprivation 

The impact of deprivation on levels of need should also be considered in the 
context of the recommended model of care.  The figure below illustrates the 
percentage of wards in each quintile of deprivation across the broad East/West 
split (for these purposes West includes North and South).   

If there were an even distribution this would suggest that the local population 
matches the spread of deprivation in England as a whole, a bias to the left 
suggests a more deprived population.  Whilst there is a higher profile of 
deprivation for the East it is clear that the West also displays a more deprived 
profile than for England as a whole. 

Percentage of wards in each quintile

0%
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20%
30%
40%
50%
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70%
80%
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East

West

 
This East/West split is also reflected in the Mental Health Needs Index (MINI - 
predominantly reflecting working age adult levels of need but indicative of the 
wider mental health levels of need), which is 105 for the West and 117 for the 
East (with 100 being equivalent to the England average). 

The data source used to determine prevalence for depression and anxiety (see 
above) are also organised by deprivation quintile.  They can therefore be used 
to consider the potential impact of deprivation on levels of need.  Given the 
similar deprivation profiles reflected above this process does not identify 
significant differences in levels of need at this level of aggregation.  
Consideration of this type of impact at a more local level should not, however, 
be ruled out. 

3 Summary of service elements 

3.1 Introduction 

This section is based on the information stocktake returns and available 
comparative sources and needs to be considered in the context of the 
introductory comments in this appendix concerning the nature of information 
sources for this client group.  It has been developed in partnership with the 
Steering Group who have provided additional information as the project has 
progressed. 

The analysis has sought to provide a genuine ‘whole system’ picture and 
therefore reflects inputs from a range of agencies.  The possibility that it is not 
absolutely comprehensive therefore remains.  This is a reflection of the lack of 
a comprehensive ‘register’ or ‘directory’ of services and the way in which 
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services have developed, often in specialist or geographical niches – a feature 
prominent in the discussion at the initial workshop where such fragmentation 
was recognised as a significant weakness of the current service. 

3.2 Generic services provided in the community 

3.2.1 Voluntary and independent sector support 

This sector has provided invaluable support and input to the project.  However, 
quantifying the overall contribution to services for older people with mental 
health needs has provided a particular challenge.  Many services in this sector, 
quite rightly, do not provide support specifically for this client group, either in 
respect of their age or their type of need, although many older people with 
mental health needs will benefit. 

The service model developed in this report identifies a significant role for the 
voluntary and independent sector, particularly at a locality level as part of the 
managed network of care.  The local sensitivity and complementary nature of 
these services can best be understood and developed at this level, particularly 
with the gradual devolution of resources.  Undertaking a more comprehensive 
assessment of the different contributions of this sector at a locality level as this 
unfolds would therefore be of benefit. 

Services making a contribution and identified during the course of this project 
have included: 

• A ‘buddy service’ for people with early onset dementia that 
supported 20 new people during 2003/04; 

• The Swinton memory support services benefiting 48 people during 
this period; 

• An outreach carers service in Swinton and Eccles provided by Age 
Concern supporting 98 carers. 

3.2.2 Housing 

The contribution that appropriate housing can make in a strategy for meeting 
the needs of older people with mental health needs is significant.  Information 
about the current level of stock, however, is not specific enough to indicate the 
current contribution.  Of the 2,628 category two sheltered housing units 
approximately half are home to older people.   

In addition there are 173 units in extra care housing and 1,500 people 
supported by care on call in their own homes.  These provide accommodation 
or support for all ages including those with mental health needs.  In developing 
appropriate service models specifically for older people with mental health 
needs local audits of accommodation could usefully be undertaken.  Finally 
there are 160 units for people with a mental health need although the majority 
are used by working aged adults. 

3.2.3 Social care 

People receiving social care support on the 1st April whose primary need were 
mental health totalled: 

• 185 people in their own homes; 
• 157 in specialist residential care; 
• 94 in specialist nursing care. 
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However, this is in the context of a total of 3,171 in receipt of care at home and 
1,715 people who were in a care home, many of whom would have mental 
health needs (see section 2.2 for an estimate of levels of need). 

3.2.4 Day activities 

A review of day care services was undertaken in 2003/04 and has contributed 
to the understanding of local services.  The review identified the proportion of 
people receiving day care at the four Local Authority establishments who have 
mental health needs with 91 out of a sample of 262 (35%) having abbreviated 
mental health test scores of <7 plus a further 20 (8%) who were unable to 
provide scores but who had mental health problems.  This has contributed to 
an appreciation of the extent of need amongst the general older population as 
reflected in section 2 of this appendix.   

A snap shot of capacity at the four Local Authority establishments in mid-2004 
also reflects this level of mental health needs and is reflected in the table 
below.   

 
 Alexandra 

House 
Brierley 
House 

HBDC – 
Broughton 

HBDC – 
Ordsall TOTAL 

Number of people 
registered (places 
available) 

70 (25) 86 (25) 52 (30) 48 (30) 256 (110) 

Number (%) of 
people with 
mental health 
needs 

34 (48%) 56 (56%) 24 (46%) 12 (25%) 126 (49%) 

 

The Whitemeadows service also provides Local Authority day care with 8 
places for older people with a cognitive impairment (see also below). 

Independent sector provision of day care is provided in three locations, namely: 
• Clifton Green, Clifton (Age Concern) with 22 places; 
• Critchley House, Swinton (Red Cross) with 23 places; 
• Humphrey Booth, Pendleton (Age Concern) with 10 places. 

The total local Authority and independent sector provision of day care services 
is therefore 165 places.  A comparison of the number of older people (>75) per 
available day care place in each locality suggests significant differences: 

• Salford North with 67 older people per place – includes Clifton 
Green and Critchley House (this locality also hosts the 
Whitemeadows service); 

• Salford Central (or East) with 92 older people per place – includes 
the two LA Humphrey Booth centres (as well as Gloucester House 
noted below); 

• Salford South with 114 older people per place – includes Age 
Concern Humphrey Booth and Alexandra house; 

• Salford West with 160 older people per place – consisting of 
Brierley House day centre (and also Woodlands Day services noted 
below). 
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NHS day care provision is provided at Ladywell Day Hospital (Hope site, 
focussing on physical health care needs), Woodlands Day Hospital (Little 
Hutton) and Gloucester House who both provide mental health services. 

3.2.5 Psychology services 

The prevalence of mental health needs presenting in a primary care setting has 
been a key driver for change in national policy both for working aged adults and 
older people (see main report for detail).  Primary Care Psychology Services 
consist of 3.7wte qualified staff (including 1 Occupational Therapist) and during 
2003/04 saw 296 new clients with a caseload of 134 at the end of the year.   

In addition Psychological services for older people consist of 6.6 clinical 
psychologists and 1.8 senior counsellors who work on a patch basis and 
provide specific input to a wide range of services. 

3.2.6 Specialist community mental health services 

During 2003/04: 
• 677 people had been supported in the community by CPNs; 
• 82 people had been through Whitemeadows IC centre either as a 

resident or receiving day care; 
• The equivalent of 123 people had a specialist Alzheimer's 

assessment from the MATS team; 
• 39 people were being supported by the community rehab service; 
• The equivalent of about 130 had had attended day hospital 

services. 

Twelve CPNs operated across the City on a 50/50 East/West split providing 
support to people at home as well as expert input to services such as the 
Liaison service, community rehabilitation, Bryn Heys and the Swinton memory 
clinic.  When compared to the other patches within the Bolton, Salford and 
Trafford Mental Health Trust Salford has the highest rate of CPNs per 10,000 
over 65 population at 3.4 (compared to 3.0 in Bolton and 1.8 in Trafford). 

The Whitemeadows intermediate care service provides inpatient, daycare and 
respite services for older people with mental health needs.  85% of clients are 
over 75 years old, 66% are from the West of the City and 59% are referred 
from the community rather than hospital.  The daycare provision provides 8 
places, 7 days a week and the respite services supported 161 different people 
during 2003/04 of whom 2 were being assessed for a permanent placement in 
a care home. 

3.2.7 Inpatient services 

Inpatient services are provided from a total of 108 beds distributed across: 
• Armitage ward (Dementia and end of life), Claremont & Ellesmere 

(organic and functional assessment and treatment) operate at or 
near 100% occupancy across 68 beds; 

• Kenyon ward (male dementia patients with challenging behaviour) 
operates at c50% of 18 beds; 

• Cavendish House (short/medium stay rehabilitation) operates at 
c.65-70% of 22 beds. 
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The nature of clients and considerations relating to the physical build and 
appropriateness of accommodation have both informed the recommendations 
concerning inpatient facilities made in the main body of the report.  The 
analysis undertaking on comparative levels of capacity suggested that on the 
basis of assessment beds per 10,000 over 65 population the Salford levels 
were at a mid-point when compared with 14 other similar locations.  However, 
the number of longer-term bed capacity in the NHS was shown to significantly 
increase this rate per 10,000 population and place Salford at the top end of this 
spectrum. 

Inpatient length of stay for assessment and treatment compared well with 
national averages at 19½ weeks compared to 23 weeks (source: HES data – 
see diagram below).  The length of stay across all wards was also fell steadily 
during 20003/04.   

Elderly care provision at Hope Hospital also received admissions of older 
people with mental health needs including 49 with a primary diagnosis of 
dementia during 2003/04.  A study in 1998 of the Mental Health needs of older 
people in general and geriatric medicine wards in Salford identified significant 
need amongst this client group, in particular it found that amongst a sample of 
146 patients (out of 231 eligible for inclusion on the criteria of being over 65 
and staying in hospital for more than 7 days) 40% scored high enough on one 
or more tests to be considered to have psychological needs.   

Translated into an annual flow of patients who would benefit from significant 
mental health or psychological therapy input within the general hospital setting 
this would equate to about 370 patients, or roughly one a day.  If the average 
length of stay for these clients were the same as for those with a primary 
diagnosis of mental health needs this would equate to a caseload of 
approximately 20 at any one time. p y
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3.2.8 Liaison services 

A liaison services exists for non-medical support to people on elderly care 
wards for people with organic illnesses.  This service received 203 referrals 
during 2003/04.  Though there is no other dedicated liaison services it is 
estimated that other referrals could amount to about 200 a year.  This would be 
consistent with the study reflected at 3.2.7 above which identified the level of 
mental health need in general hospital wards. 
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3.2.9 Consultant staffing 

Comparisons of consultant numbers are subject, as in many places, to issues 
of recruitment and to differences in their respective contribution to local 
services and areas of specialist interest.  Current consultant staffing numbers in 
relation to the local population (2 full time and one part time – 7 sessions for 
35,000 over 65 year olds) would not meet recommended Royal College levels 
although would be comparable with available data from other locations known 
to the reviewers. 

Recruitment to the vacancy (0.5wte) and any plans to review work plans should 
therefore be undertaken in the light of the proposed service model to ensure 
capacity and input to the respective elements of the service make best use of 
this valuable but scarce resource. 

3.2.10 Long term care 

Specialist long term care for people with a mental health need displays the 
following characteristics: 

• There are 97 residential and nursing home beds registered for EMI 
(plus specialist placements outside Salford e.g. 6 at Moston 
Grange); 

• The number of people receiving a service during 2003/04 in a 
residential unit was 157 and in a nursing unit = 94; 

• The rate of places available per 10,000 >65 population is 27 
(compared to 43 in Bolton and 53 in Trafford) but will rise to 41 with 
the opening of The Willows EMI unit in February 2005; 

• There is a supported accommodation scheme at Ingleside (13 
units) for people with long term functional mental illness aged 
between 50 and 70; 

• People supported in long term care whose primary needs are 
mental health (>65) as at 31st March 2004 was identified earlier as 
107 in residential care and 63 in nursing homes which suggests 
that compared to the available places of 97 (first bullet) there is 
need either for more specialist units or greater support to 
mainstream units. 
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Appendix 8 – Templates for information stocktake of 
activity used to inform the review 

The following information is being requested as a snap-shot of capacity across 
the whole system of care for older people with mental health needs in Salford.  
The snapshot should reflect the position as at 1st April 2004 in terms of capacity 
and for the full financial year of 2003/04 for ‘admissions’ data (to include, for 
example, new cases for community or day hospital clients).   

Information should be returned either by fax (01423 340289) or electronically to 
peter.lacey@thewholesystem.co.uk by the 23rd August 2004. 

1 Staffing16 

 
Number of CPNs for older people with mental health needs 
as at 1st April 2004  

Number of approved social workers working with older 
people with mental health needs as at 1st April 2004  

Number of consultant psychiatrists for older people as at 1st 
April 2004.  

Comment (note other staff working exclusively or in part – providing an estimate of 
proportions – with older people with mental health problems): 
 
 
 
 
 
As at 1st April 2004 (wte): Qualified 

nurses 
Support staff Other 

Gloucester House day hospital    

Woodlands day hospital    

Gloucester House residential unit    

Woodlands – Armitage Ward    

Woodlands – Kenyon Ward    

Cavendish House    

Comment: 
 
 
 
 
 
 

 
                                            
16 Include staff in post but make comment if there are current vacancies in the space 
provided. 

xxi 
The Whole Systems Partnership 

mailto:peter.lacey@thewholesystem.co.uk


FINAL DRAFT – 25th February 2005 

2 Community activity 

 

Individual17 
(anon) 

Professional 
group/service Locality Caseload on 

1st April 2004 

Number of 
assessments 

during 
2003/04 

Number of 
new cases 

during 
2003/04 

Example: 

1 (0.8wte) 

 

CPN 

 

Irlam 

 

xx 

 

xxx 

 

xxx 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

Comment: 

 

 

 

 

                                            
17 Indicate also whether any individuals are part time or only work a proportion of their time 
with older people with mental health needs – ensure you give an actual or approximate whole 
time equivalent.  Include all professionals for whom activity relating to this client group can be 
identified, i.e. CPN, SW, OT, Psychologist etc. 
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3 Other community resources 

 
Intermediate care resource centre – White Meadows (please provide address and post 
code) 
 
Number of people supported as at 1st April 2004  

 
Number of new clients during 2003/04  

 
Please provide a description of the mode of working and nature of support provided at this unit: 
 
 
 
Please provide an indication of the staffing for this unit: 
 
 
 

 
Swinton Memory Support Service (please provide address and post code) 
 
Number of people supported as at 1st April 2004  

 
Number of new clients during 2003/04  

 
Please provide a description of the mode of working and nature of support provided at this unit: 
 
 
 
Please provide an indication of the staffing for this unit: 
 
 
 

 
Befriending service (please provide address and post code) 
 
Number of people supported as at 1st April 2004  

 
Number of new clients during 2003/04  

 
Please provide a description of the mode of working and nature of support provided at this unit: 
 
 
 
Please provide an indication of the staffing for this unit: 
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Other community support services: 
 
 
 
 
 
 
 
 
 
 
 
 

 

4 Day Hospital capacity and activity 

 
Gloucester House Day Hospital (please provide address and post code) 
 
 
Number of sessions available in the week prior to the census date  

 
Number of sessions ‘occupied’ by a client in the week prior to the 
census date 

 
 

Number of different clients attending in the week prior to the 
census date 

 
 

Number of new clients taking up places during 2003/04  
 

 
Woodlands Day Hospital (please provide address and post code) 
 
 
Number of sessions available in the week prior to the census date  

 
Number of sessions ‘occupied’ by a client in the week prior to the 
census date 

 
 

Number of different clients attending in the week prior to the 
census date 

 
 

Number of new clients taking up places during 2003/04  
 

 
Comments: 
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5 Specialist mental health inpatient and residential units 

 
Woodlands  - Armitage Ward (please provide address and post code) 
 
 
 Continuing 

care 
Respite Crisis and 

assessment 
Number of beds at 1st April 2004    

Average occupancy for 2003/04    

Admissions during the period 2003/04    

Average length of stay for 2003/04    

Comment: 
 
 
 

 
Woodlands - Kenyon Ward 
 
 
 Continuing 

care 
Respite Crisis and 

assessment 
Number of beds at 1st April 2004    

Average occupancy for 2003/04    

Admissions during the period 2003/04    

Average length of stay for 2003/04    

Comment: 
 
 
 

 
Cavendish House (please provide address and post code) 
 
 Continuing 

care 
Respite Crisis and 

assessment 
Number of beds at 1st April 2004    

Average occupancy for 2003/04    

Admissions during the period 2003/04    

Average length of stay for 2003/04    

Comment: 
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Meadowbrook (Hope site) Claremont Ward – functional and organic assessment 
 
Number of beds at 1st April 2004  

Average occupancy for 2003/04  

 <65 year olds 
for Dementia 

>65 year olds 
for Dementia 

>65 year old 
olds for 

psychosis 
Admissions during 2003/04    

Average length of stay during 2003/04    

Comment: 
 
 

 
Meadowbrook (Hope site) Ellesmere Ward – functional assessment and treatment 
 
Number of beds at 1st April 2004  

Average occupancy for 2003/04  

Admissions during 2003/04  

Average length of stay during 2003/04  

Comment: 
 
 

 
Admissions to Hope Hospital Elderly Care wards for dementia and psychosis 
 
 <65 year olds 

for Dementia 
>65 year olds 
for Dementia 

>65 year old 
olds for 

psychosis 
Admissions during 2003/04    

Average length of stay during 2003/04    

Comment: 
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6 The network 

(City Council places in housing units requiring significant psychiatric nursing 
input.) 

 
Number of places as at 1st April 2004  

New placements made during 2003/04  

Comment – please indicate any increase in capacity during 2003/04 and the nature/location of 
places: 
 
 
 

 

7 Long term care: 

 
Number of registered EMI nursing home places in Salford on the 
1st April 2004  

Number of vacancies in EMI nursing home places in Salford on 
the 1st April 2004  

In Salford Outside 
Salford 

Number of Salford funded residents being supported in a 
registered EMI nursing home bed on the 1st April 2004 

 
 

 

Number of new clients being funded in EMI nursing home places 
during 2003/04 by Salford  

Number of registered EMI residential home places in Salford on 
the 1st April 2004  

Number of vacancies in EMI residential home places in Salford on 
the 1st April 2004  

In Salford Outside 
Salford 

Number of Salford funded residents being supported in a 
registered EMI residential home bed 1st April 2004 

 
 

 

Number of new clients being funded in EMI residential home 
places during 2003/04 by Salford  

 

8 Continuing NHS healthcare: 

 

Location Number Average weekly 
cost 

In a specialist or 
secure placement   

In a registered 
care home   

Older People with mental health 
needs who are fully funded on 

the 1st April 2004 

At home   
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Gaining a greater sense of control through a more managed system with 
fewer crises and greater control over resources; 

Appendix 9 – Whole systems working 
 

 
 

Whole System Working 
 
Older people benefit by: 

Having all of their needs considered, not just health and social care needs in 
isolation; 

Having their aspirations, priorities and hopes taken into account; 
Having choice and control; 
Having information about what is available; 
Remaining integrated in the community; 
Avoiding repetition and frustration; 
Being offered a simpler and faster access to services; 
Being a partner in the whole system. 

All organisations providing services to older people benefit by: 

Allowing each organisation to play to its strengths; 
Rebalancing and redesigning the system to place more emphasis on 

preventative services; 
Sharing risk with others; 
Improving information sharing; 
Using resources better. 

All staff benefit by: 
Having a clearer sense of their role and how it fits into the bigger picture; 
Supporting people to be safe and well at home, rather than in hospital, 

nursing or residential care; 
Knowing who else can help; 
Delivering better care; 
Achieving greater job satisfaction. 

Social services departments benefit because they can: 
Achieve a better balance between care at home and residential placements; 
Avoid a culture of blame and financial penalties for delayed transfers; 
Get better recognition and appreciation of the department; 
Make better use of resources and so achieve better outcomes. 

Social services practitioners benefit because they can: 
Shift towards helping people to live independently rather than responding to 

crisis; 
Are able to work in a person centred way. 

Primary care trusts benefit because they can: 
Establish a greater role for primary care in keeping people at home; 
Develop the commissioning role in a proactive way by commissioning for 

change; 
Establish the new organisation as a key player respected by partners. 
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Primary care practitioners including GPs and other staff groups benefit 
because they can: 

Work proactively and constructively: 
Share responsibility with others; 
Manage workload; 
Make appropriate referrals; 
Spend more time preventing older people from becoming ill, rather than 

responding to crisis; 
Enhance the role of general practice. 

Hospitals benefit because they can: 
Achieve sustainable solutions to pressures on the hospital, particularly at 

A&E; 
Contribute towards meeting targets on waiting lists, trolley waits and 

DTOCs; 
Reduce avoidable admissions; 
Move towards a more managed acute service by shifting the balance 

between emergency and planned work; 
Focus on what hospitals do best; 
Dilute the media focus on the hospital through a joint approach. 

Hospital staff, including geriatricians and nurses, benefit because they 
can: 

Reduce pressure from emergencies; 
Strengthen links with community-based services; 
Move older people out of hospital more quickly and more appropriately. 

(Audit Commission, 2002)
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